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- ' HAROLD INMAN GOSLINE, M.D., F.A.C.P. HALLAM T. RING 
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SOUTH NORWALK, CONNECTICUT 
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TO BOTH MENTAL AND PHYSICAL WELL BEING. PROVIDING COMPETENT 
MEDICAL AND NURSING CARE FOR ALL TYPES OF CONVALESCENTS AND 
THOSE SUFFERING FROM NERVOUS DISORDERS. | 

For detailed Information Write: HARRY G. HOUZE, MD, 
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ls Sanitarium 


Beverly Hil 


for 
The Study and Treatment of Nervous and Mental Diseases , 
218 No. Westmoreland DALLAS, TEXAS Telephone 9-3114 


This sanitarium is a psychopathic hospital with a home-like environment and is equipped 
to treat psychiatric and neurological cases in a most scientific manner by means of 

chotherapy,. occupational therapy, recreational therapy and. physictherapy, including 
esac insulin and metrazol treatments in special conditions. 
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A PRACTICAL JOURNAL ON 


PSYCHIATRY AND NEUROLOGY 


I am happy to be with you at this luncheon. 
The only excuse I can think of for a layman 
being asked to talk to you is on the basis that 
the less a man Knows about a subject, the more 
he can talk about it. Facts are a great hindrance 
to a speaker and strictly limit his performance. 
However, the depth of one’s ignorance about a 
subject is no index to his interest in the matter. 
The truth is, I am greatly interested in your 
field. 

I take it that the chief aims of the society are: 
First, legal organization for protection, laws and 
regulations, establishment of property and indi- 
vidual rights—in short, government; second, re- 
ligion and education or spiritual welfare; third, 
medical or physical welfare. The last is essential 
for the proper achievement of the others. Health 
is the foundation of the happiness and effective- 
ness of a people. 

The public generally recognizes the importance 
of physical health, but I wonder if they fully 
appreciate the problem of mental health—which 
after all is the more essential. The most impor- 
tant thing to man is his mind. 

The brain is the acme of protoplasmic develop- 
ment. It is the crown of nature’s achievement. 
‘It has required upward of 20,000,000 years of 
evolutionary history to fabricate the architecture 
of the cortex (alone) out of the simpler nervous 
structures of the brain stem.” Furthermore, the 
brain being the last addition to man, is therefore 


* Presented before the Eighth Annual Meeting 
of the National Association of Private Psychia- 
od Hospitals at Richmond, Virginia, May 7th, 


Address” 


THURMAN D. KITCHEN, M.D. 
Wake Forest, North Carolina 


more sensitive to its environment, injuries, toxins, 
and so on. 

Every patient is unique. Possibly 48,000 genes 
interacting variously, ten or more activating and 
controlling hormones, and the internal and ex- 
ternal conditioning environment combine to pro- 
duce an organism (or structure) of unimaginable 
complexity and unpredictable reactions. The ab- 


‘normalities and dislocations, the malfunctioning 


and injuries are all but infinite. And in the case 
of the artist who handles this mass of mystery 
and fate, no elaboration of training, no labora- 
tories, however beautiful and up-to-date, no in- 
struments of precision, can take the place of the 
inborn gifts of intuition, intelligent sympathy, 
and sound judgment. In short, the great psychia- 
trist is (or must be) a genius. 

The things that people brood over and worry 
about may not carry germs but they do often 
invite illness and aggravate it. You must know 
not only medicine but the patient—the things 
and problems that confront him. You must be 
a doctor plus. 

We must study the individual as a whole and 
the whole individually and understand his re- 
actions. Medicine generally is a most individual- 
istic of all professions and psychiatry is the most 
individualistic of all the phases of medicine. (In- 
cidentally, may we hope that that remnant of 
individualism which allows a person to select his 
own physician and which allows that physician 
to handle that patient in a personal way will 
be the rock upon which the waves of sentimen- 
talism and the reams of rhetoric may rend their 
fury without destroying the health and happiness 
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of a single American citizen. Personally I think 
if you take this out of medicine and destroy the 
individual initiative and responsibility of physi- 
cians, medicine will be standardized at a low 
level. Medicine is not an exact science and cannot 
be blue-printed by efficiency experts.) 

But I was talking about the individual. I some- 
times wonder that if in our mad rush to appre- 
hend and apply the fruits of research in medi- 
cine, we do not lose sight of the personality of 
the patient, the spark animating the clay. Have 
we been so busy with the test tube in one hand 
and microscope in the other that we have had 
no hand for the patient harboring the disease? 
To successfully deal with personality problems 
requires a degree of judgment, sympathy, and 
understanding which transcends the technical 
lore of test tube and microscope. 

Amiel, writing in his Journal in August, 1873, 
gave expression to a like view. ‘Doctors make 
mistakes,” he says, “because they are not suffi- 
ciently individuals in their diagnoses or their 
treatment. They class a sick man under some 
given department of their nosology, whereas every 
invalid is really a special case, a unique exam- 
ple. .. . Every illness is a factor simple or com- 
plex, which is multiplied by a second factor, in- 
variable complex—the individual . . . who is suf- 
fering from it, so that the result is a special 
problem, demanding a special solution.” 

If I appear to be calling for too much knowledge 
on the part of physicians, I hasten to say that 
my observation has been that most of the mis- 
takes we doctors make are due to lack of care 
and patience rather than ignorance. 

Some of us are like the Georgia plantation 
owner, who was sitting on his white-columned 
piazza one hot day in July, sipping his mint julep 
and viewing his broad acres, when a book sales- 
man came up and tried to sell him a set of books 
on scientific farming. The landlord told him 
frankly he didn’t want the books. But the sales- 
man insisted and as a clincher he said: “Why, 
sir, with these books you can farm twice as good 
as you do.” Whereupon, the old gentleman said 
with a twitch of his white goatee, “Hell, young 
fellow, I don’t farm now half as good as I know.” 

Your specialty in the crystallization of the com- 
mon sense and observation and experience of 
man in relation to man. You have organized this 
experience, added to it, sifted out the gold from 
the dross and established it on a sound basis 
with deck stripped ready for advancement. 

Your usefulness will increase. And I mean by 
usefulness, your value to society, your duty as 
citizens in the community, as well as your help 
to the individual units of society. It will increase 
because you will increase your fund of knowledge 
and technique, and because there is unquestion- 
ably to be increased demands for your services 
and also there is going to be a tremendous growth 
in the appreciation of the value of psychiatry by 
the public. 
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Your specialty is of such recognized usefulness 
and you are held in such high esteem py the 
public, I feel that I may be pardoned if I offe, 
some criticism or suggestions from a layman’s 
point of view. 

1) I have many times heard men in your fielg 
justly criticize us general doctors because we qiq 
not pay enough attention to the emotiona] Side 
of our patients. That we looked only at the physi- 
cal man. There is truth in that criticism. When 
we recognize appendicitis we at once call in the 
surgeon. But in mental and emotional states we 
procrastinate, make little of it, instead of at the 
earliest recognition referring the patient to 4 
specialist. And sometimes we don’t even recognize 
it until something radical occurs. We have Jost 
precious time in this mental case, whereas, we 
would not have lost such time, say, in an ay 
pendicitis case. This state of affairs will be graq- 
ually remedied as we learn more about your spe- 
cialty. We need not know the intricacies of 
psychiatry just as we don’t need to know the 
technique of the surgical operation, but we must 
learn enough to know when to refer the patient 
to you and to recognize mental difficulties in 


their incipiency and give the patient the benefit | 


of your help. 
Now, don’t you let us get the idea that you think 


there is nothing to medicine but the maladjusted | 


emotions, etc. We must cooperate. Both preacher 
and doctor in the past have tried to divide man 
into two hemispheres—body and mind. The two 
cannot be dissociated and each influences the 
other. Robert Browning had the idea when he 


wrote: 


Let us not always say 

“Spite of this flesh today 

I strove, made head, gained ground upon the 
whole!” 


As the bird wings and sings, 

Let us cry “all good things 

Are ours, nor soul helps flesh more, now 
Than flesh helps soul.” 


2) The psychiatrist must be sure he himself is | 


stable. A few, it has seemed to me, are so pro- 
fessional and austere in their bearing, and a few 
so frivolous in their attitude, that people in dif- 
ficulty hesitate to turn to them for help. 

Of course, the vast majority, whose sense of 
honor is strong, whose understanding of human 
life is broad, and whose capacity for friendship 
is great, is such that the nervously tired and 
mentally sick are glad of the opportunity to turn 
to you for guidance and help and welcome you 
into the sanctuary of their lives. 


All this means that psychiatry must be super-. 


imposed upon an all-round, sympathetic, under- 
standing intelligence, intelligent man. 

I mean the public must not get the idea that 
psychiatrists, as a group, are strange and unlike 
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other fellows. 
3) Sometimes there is a tendency for the pa- 


tients to lean too heavily for too long a period of 
time upon you. I know it is often necessary for 
them to come back for rewinding. But in order 
to serve civilization and society best, your pur- 
pose must be to replant them firmly upon their 
own feet. If you are too ready to shoulder the 
responsibility for the person in need, he may be- 
come an ethical and emotional parasite upon you. 
After all, if he is to be restored to his normal 
place in society, he should stand on his own feet, 
make his own decisions, and shoulder his own 
responsibility. The physician must be not a crutch 
put a restorer. 

I have known people who hesitated to go to a 

psychiatrist because they thought they would be 
‘ondemned. You well know that a condemnatory 
attitude by the doctor, especially at the outset, 
will prevent the person seeking help from speak- 
ing freely. This does not mean that you must 
condone. Christ at the well did not condemn the 
woman but he won her confidence and saved 
her. 
Finally, let me say that it has been a special 
pleasure to be here with your group. I believe 
n private institutions—educational, medical, in- 
austrial, and others. I realize there is a place 
for government-supported universities and hos- 
pitals. These are essential. 

The efforts of private hospitals have been sup- 
plemented by state hospitals (same is true of 
educational institutions), and this principle is 
found generally in the American pattern of life. 
So the private enterprise and the public enter- 
prise thrive side by side—their roots well grounded 
in history, their fruits so fully recognized by the 
public that their work today reveals an attitude 
that is more supplementary in purpose than com- 
petitive in nature. There must be some rational 
explanation aside from tradition justifying the 
progress evidenced in these varying types. 

Public organization and control of necessity 
deal with large numbers under legal restraint, 
inevitably tend toward uniformity, threaten to 
deaden initiative and develop bureaucratic control 
and of necessity call for more or less regimenta- 
tion. On the other hand private enterprises grow 
more naturally out of local conditions, are more 
limited in their territorial efforts, allow greater 
variation in practice, develop personalities even 
conforming to the spirit of their founders and 
leaders. 

Of course, since I represent a private liberal 
arts college, a private medical school and pri- 

vate hospital, it is natural that I should see ad- 
vantages in this type of institution. (At the same 
time, for many years, I have also served on boards 
of directors of State Hospitals both for mental 
disease and for tuberculosis.) 

Nevertheless, I believe my. attitude is based on 
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something more than sentiment and personal re- 
lationships. 

Among the reasons, let me mention only a few— 

(1) Public uniformity threatens to develop bu- 
reaucracy; bureaucracy threatens to develop regi- 
mentation. Lack of flexibility in administration, 
lack of quick response to community needs, and 
lack of purely personal considerations often found 
in public organizations are provided in the pri- 
vate enterprise that emerges out of purely local 
conditions. 

(2) Freedom, which we find in democracy, is 
fundamental in our American pattern of life. 
Regimentation too often threatens here and yon- 
der and is an obnoxious pattern to our American 
thinking. I know no principle in which the con- 
trast is more effectively presented than in such 
institutions as I have mentioned here. 

(3) The private institution may and does de- 
velop a spirit of social service that public insti- 
tutions like also to boast of. Furthermore the 
private institution offers opportunity of personal 
loyalty and devotion because of its very nature 
and development seldom found in great public 
institutions. 

(4) Private institutions can always effect econ- 
omy in comparison with public money. Our own 
money just goes further. 

In brief, I believe private initiative is a vitamin 
to democracy. I think private institutions are as 
essential to democracy as propaganda is to bu- 
reaucracy. The progress this country has made 
in the past two hundred years shows what can 
be accomplished in a free society by private 
initiative. 

The keystone of democracy is human dignity. 
Certainly private and individual intiative, per- 
sonal responsibility, and the like, favor the growth 
and enrichment of the life of the individual. 
Disraeli is quoted as saying that a country’s cul- 
ture is represented by the attainment of its in- 
dividual citizens while its civilization is measured 
by the development of its institutions. It seems 
to me private institutions are peculiarly suited 
to the development of the former. 

In conclusion, I have said that a great doctor 
is a genius. He is more than that. In the midst 
of the mystery and sin, the pain and sorrow of 
the world, the great doctor is a sort of priest, 
instinctively and utterly trusted, who shares in 
an intimate and sacred confessional the burden 
of broken hearts. And a broken heart is a more 
serious malady than a broken pone. Besides, the 
spirit life of man is as much a fact of nature as 
nutrition and requires spiritual apprehension and 
sympathy for its treatment. The great doctor is 
a saint. 

When doctor meets patient and they under- 
stand, that is a sublime moment in human re- 
lationships. 
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Therapeutic Pneumo-Encephalography 


PAUL A. DRAPER, M.D. 
Colorado Springs, Colorado 


Dr. Draper graduated from the Indiana School of Medi- 
cine in 1925, where he received the M.D. cum Laude degree. 
He served as a house physician for eighteen months at 
the Ford Hospital in Detroit. For four years he was resi- 
dent psychiatrist at the Woodcroft Sanitarium in Pueblo, 
Colorado, and for the past eight years, he has been in the 
private practice of medicine at Colorado Springs, Colorado. 
He is the consulting neuropsychiatrist for the Union 
Printers Home at Colorado Springs. Dr. Draper is a 
member of the American Psychiatric Association, Ameri- 
can College of Physicians and the Colorado Neurological 
Society. 


Coincident with the subarachnoid injection 
of air for diagnostic purposes, as introduced 
by Dandy in 1918, it was observed from time 
to time that this procedure has also some 
therapeutic value. This holds true especially 
in post-traumatic neuropsychiatric disorders, 
as was emphasized particularly by Penfield, 
in 1927. Good results have also been obtained 
in some residual conditions following acute 
inflammatory diseases of the nervous system, 
such as meningitis or encephalitis. Some pa- 
tients who have exhibited the syndrome of 
so-called “traumatic neurosis” have cleared 
up to a pronounced degree after one or more 
air injections. This makes it probable that 
in these cases the basic difficulty was at- 
tributable to post-traumatic meningo-ence- 
phalopathy. However, this does not minimize 
the significance of a genuine ego neurosis 
or of post-traumatic hysteria; these may be 
successfully treated only by the most skillful 
psychotherapy. 

Post-traumatic headache and vertigo, par- 
ticularly the former, have shown a special 
tendency to improve or even to disappear 
after therapeutic pneumo-encephalography. 
Other traumatic sequelae which have been 
benefited by this treatment are convulsions, 
spastic paralysis, hyperactivity, restlessness, 
memory impairment and personality disturb- 
ances, such as irritability, sensitivity to noises, 
emotional instability, and antisocial behavior. 
Non-traumatic epilepsy may be temporarily 
improved, but only in the sense that any 
break in a cycle seems to help the patient 
for a while. 

Occasionally, so-called congenital cases of 
mental deficiency, spastic paralysis, chorei- 
form or athetoid movements show encour- 
aging clearing of what otherwise has seemed 


232 


to be a rather hopeless situation. If the ajr 
injections help such children, the origina] 
trouble was probably caused by compression 
of the head during a difficult labor or to g 
fall in which the head was injured during 
infancy or early childhood. 

Residual signs of primary damage to the 
spinal cord and its coverings have been 4g]. 
leviated by lumbar subarachnoid injections 
of air. This procedure is then properly termed 
therapeutic pneumo-myelography. 

The distinct value of this treatment of 
post-traumatic neuropsychiatric difficulties 
emphasizes its economic importance and also 
a wider range of usefulness incident to s9 
many automobile accidents of modern times, 

Contraindications—Inasmuch as there js 
considerable shock, the procedure should not 
be performed on those who have organic 
heart disease, the senile, sufferers from ar- 
teriosclerosis and those with suspected intra- 
cranial aneurysms. Asthenia from any cause 
provides a needless risk. The lumbar route 
should also be avoided when the initial pres- 
sure, with the patient lying on his side, ex- 
ceeds 200 mm. of water. Herniation of the 
medulla oblongata into the foramen magnum 
then becomes a dangerous possibility. Under 
the best of circumstances, the mortality prob- 
ably exceeds the estimated 0.5 per cent of the 
cases subjected to pneumo-encephalography 
for diagnostic purposes. The possible benefits 
however, must be weighed against the risk 
taken. This feature should be carefully ex- 
plained to the patient or his family. 


Mechanisms 


It is generally assumed that the mechanism 
by which clinical changes are attained is the 
breaking up of meningeal adhesions. Conse- 
quently, there is thought to result a more 
normal circulation of the cerebrospinal fluid 
or the elimination of traction, by these ad- 
hesions, on the smaller cerebral arteries. The 
air may open up a fibrous block in one of 
the foramina of Munro, such as may ensue 
from ependymitis associated with meningitis. 
Repeated insufflations of air favor the de- 
tachment of basilar subarachnoid adhesions 
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which have led to a post-meningitic partially 
occluded hydrocephalus. This treatment may 
nelp in deep-seated cortical lesions by widen- 
ing cortical pathways, provided the paren- 
chymatous damage is not too pronounced. 
Certaintly no benefit is to be noted in the 
residue of a gross cerebral hemorrhage. 

Several authors have denied that adhesions 
are broken up in post-traumatic cases. War- 
tenberg! states that it is not likely that the 
air acts by breaking up adhesions. “The air 
pubbles, when they reach the subarachnoid 
spaces of the brain have not sufficient buoy- 
ancy to accomplish this.” Drayton? feels that 
the benefit accrues from reduction of in- 
creased intracranial pressure. Merritt and 
Fremont-Smith? conjecture that the results 
are due to change in the cerebral metabolism 
and to psychologic effects. 


Technic 


I prefer the double syringe method, with 
two needles in adjacent lumbar interspaces. 
After a previous lumbar puncture, with the 
patient lying on his side, has revealed a 
pressure not exceeding 200 mm. of water, he 
is placed in the sitting position, with the 
back slightly arched forward. Air is intro- 
duced via the uppermost needle, 20 cc. at a 


time, and a corresponding amount of fluid ~ 


automatically pushes out the piston of the 
syringe attached to the lower needle. In this 
way is avoided the undesirable, frequent al- 
terations of pressure which result when the 
gravity method is used. I am not aware of 
an adequate reason for employing any gas 
other than air. 

Best results are obtained when all or nearly 
all of the fluid is removed, and not just one- 
half or three-fourths of the full amount, 
which averages 120 cc. in the adult. 

For the comfort of the patient and for ease 
of operation, general anesthesia is advisable. 
Cyclopropane,‘ in the hands of a skilled an- 
esthetist, is quite satisfactory. 

Nevertheless, the patient’s condition should 
be closely watched. Morphine should not be 
used, as this tends to increase intracranial 
pressure and obtunds the vital centers, right 
when their full activity is essential. Blood 
pressure readings and pulse observations 
should be frequently made. A variety of stimu- 
lants are kept handy; I have found atropine 
to be the most useful. After the procedure, 
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a special nurse should be assigned for at least 
24 hours. Considerable doses of codeine are 
usually needed for headache caused by the 
intracranial presence of air. It is usually all 
absorbed in five days, but occasionally part 
of it has to be removed by spinal taps, if 
alarming signs should appear. Delayed re- 
actions are sometimes seen. Sufferers from 
hydrocephalus in particular are apt to do 
poorly, attributable to over-refilling of the 
brain ventricles, one to two weeks after the 
introduction of air. One or more spinal taps 
may be advisable to control these symptoms, 
by removing some of the excess fluid. 

If one air injection gives partial relief, 
further air injections may afford greater 
benefit. It is wise to repeat the treatment 
at intervals of several months until maximum 
improvement has been obtained. Because of 
the risk, the special set-up and required neu- 
rological observations, the task is properly 
one for a neurologist or neurosurgeon. 

Roentgen findings—We are not so inter- 
ested in the subsequent x-ray pictures as 
we are in the clinical results. The pictures 
do help, however, to reveal the extent of an 
existing meningo-encephalopathy. The films 
are taken in the same manner as for diag- 
nostic studies—A-P, P-A and _ stereoscopic 
views in both lateral positions, with the pa- 
tient in the erect posture. The findings are 
not consistent, showing most often spotty 
areas of cortical atrophy; distortion, enlarge- 
ment or incomplete filling of ventricles; or 
areas of arachnoiditis resembling the cystic 
arachnitis serosa of Foerster. Best results 
are obtained when the original blood spat- 
tering or infectious process involved the 
meninges, particularly over the brain, and 
better still, if the arachnoid has become bound 
to the pia, since the cerebrospinal fluid cir- 
culates in the subarachnoid space. Its re- 
placement by air would then be in the right 
site to do the most good. A better name for 
the operation would be “Therapeutic Sub- 
arachnoid Injection of Air.” In case of some 
involvement of the inner surface of the dura, 
with its being bound down to the arachnoid, a 
supplementary subdural injection of air is 
employed.> 


Case Reports 


Case 1—H. H., a man, aged 29. On 11/12/37 
he struck his head during a fall downstairs. 
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Five weeks later he had severe occipital head- 
ache and generalized convulsions. The right 
pupil was larger than the left one, which 
showed a sluggish hippus. Left hand co- 
ordination was faulty. Skull fracture was not 
found in the roentgen films. Lumbar punc- 
ture was made on 12/24/37, at which time 
the initial pressure was 138 mm. of fluid. 
Encephalography was then carried out under 
local anesthesia, when 105 cc. of fluid was re- 
placed by 110 cc. of air. The subsequent 
encephalograms showed widening of the cor- 
tical pathways in both fronto-parietal re- 
gions. The patient reacted well. His occipital 
headache disappeared the next day, but he 
had frontal headache for several days, owing 
to the presence of air in the ventricles. His 
convulsions did not recur. After a month’s 
rest, he returned to his store work and re- 
mained well until July, 1940, when he be- 
came quite irritable and nervous and devel- 
oped headache on the right side posteriorly. 
These symptoms cleared up after a short va- 
cation. Marked improvement. 

Case 2—F. S., a man, aged 35. Grand mal 
seizures came on shortly after a mine acci- 
dent eight years previously when his head 
was injured and unconsciousness followed for 
several hours. There were no seizures for 
about one month after each of two air in- 
jections but then the attacks recurred. I in- 
troduced 115 cc. of air under local anesthesia 
on 3/24/38 and 105 cc. on 5/3/38. The air 
was not visualized in the lateral ventricles, 
but a small amount was present at the ver- 
tex on both occasions. The patient reported 
improvement in his memory. A further en- 
cephalography was advised, to see if the air 
could eventually be caused to enter the lat- 
eral ventricles and thereby possibly to rid 
him of his seizures. He is, however, satisfied 
to go along on phenobarbital or dilantin and 
is said to do his work satisfactorily. Basically 
unimproved after two treatments. 

Case 3—E. F., a man, aged 31. Suffered from 
“traumatic neurosis” which began shortly 
after a serious accident on May 13, 1936. He 
fell 15 feet onto cement and steel, striking 
his head. This resulted in a left parietal linear 
fracture and unconsciousness for four days. 
He soon noticed left-sided headache, steadily 
present, but worse at times; general weak- 
ness, irritability, faulty memory, difficulty in 
concentrating, insomnia, dizzy spells, consti- 
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pation, intermittent pains in the left sige of 
the torso and had several attacks of jeg. 
sided numbness, weakness and incoordination 
He had been incapacitated for work and seem, 
ed depressed over this, as he had a wife and 
three children to support. All sensations Were 
impaired on the left side of the body ang 
there was moderate left deafness. Lumbar 
injection of 100 cc. of air was carried oy 
under local anesthesia on 5/10/38, when 139 
cc. of fluid was removed. The blood pressure 
began to rise during the hour after the pro- 
cedure, the patient breathed irregularly ang 
had a modified, generalized convulsion, 4 
special nurse was obtained and numeroys 
stimulants were given, particularly atropine 
after which he rallied and in several days 
felt “like a different person.” The roentgen 
films showed widening of the cortical path- 
ways in both fronto-parietal areas. Within 
two months, he was back at general labor 
and remained in good general condition for 
18 months. He then noticed slight recurrence 
of the left-sided numbness and weakness 
while eating a heavy meal, but these cleared 
up after he had rested several hours. There 
was no recurrence during the subsequent 
year. 

Although the procedure proved risky, it 
rendered almost complete clearing up of an 
otherwise hopeless disability which resulted 
from a true post-traumatic meningo-ence- 
phalopathy. Marked improvement. 

Case 4—B. E., a man, aged 24. The chief 
complaints of this patient, a cook of Italian 
ancestry, were that he was easily excited and 
had convulsions. The seizures dated back fif- 
teen years when, as a boy, he fell out ofa 
swing and struck his head on the right side. 
The seizures were of the grand mal type, 
more prominent on the left side of the body, 
and occurred about every 2% months until 
lately, when they began to appear about once 
a week. Sometimes there were left-sided 
Jacksonian movements with occasional dull, 
right frontal headaches. No clear-cut objec- 
tive neurologic findings were present except 
a very questionable right Babinski sign. En- 
cephalography was performed under local 
anesthesia on 12/1/38. The amount of air in- 
jected was 135 cc. The left lateral ventricle 
was not visualized well with air and there 
was some widening of the right fronto-parie- 
tal cortical pathways. The patient was last 
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neard from about six months later and had 
then not had any further convulsions. All 
medication was discontinued two months after 
the air injection. Marked improvement. 

Case 5—E. B., an Indian boy, aged 3 years, 
pegan to have convulsions spontaneously 
about six months after birth. Later appeared 
a spastic diplegia, worse in the right lower 
extremity. Mental deficiency also was pres- 
ent, as manifested by failure to talk, frequent 
crying, marked restlessness, failure to play 
with other children and persistent untidiness 
with eating and eliminations. During ence- 
phalography under cyclopropane on 1/16/39, 
50 cc. of fluid was replaced by a like amount 
of air. For more than two months he walked 
-better, had no convulsions, seemed happy and 
played with other children. Then he lapsed 
again and showed his old symptoms and signs 
as much as ever. It therefore seems probable 


that this child’s difficulty was heredo-degen- 
erative in nature. The cortical pathways were 
not visualized in any of the roentgen films, 
a condition considered to be evidence of a 
chronic arachnoiditis. Unimproved. 


Case 6—R. C., a boy, aged 13, six years ago, | 


and soon after he was thrown hard onto the 
floor by his drunken father, developed a 
spastic paraplegia, stiffness of all fingers of 
both hands, slurring of speech, irritability, 
temper tantrums, and a slowing up in his 
school work. There was periodic frontal head- 
ache, worse on the right side. Examination 
showed a fine vertical nystagmus, faulty co- 
ordination with both hands, markedly exag- 
gerated knee-kicks and a bilateral ankle 
clonus. He walked on his toes. Post-traumatic 
meningomyelo-encephalopathy was diagnos- 
ed and confirmed by two encephalograms 
—one taken January 30, 1939, and the sec- 
ond on June 23, 1939. Each time, 80 cc. of 
air was injected under cyclopropane general 
anesthesia. The x-ray pictures showed some 
air anterior and to the left of the vertex, 
with moderate widening of some of the cor- 
tical pathways. The boy showed improvement 
in his walking and talking and in the rigidi- 
ties of his hands after both of these treat- 
ments. His dementia did not progress, but 
neither did it improve. Prior to the air in- 
jections, the I. Q. had gone down from 80 to 
59 in seven years’ time. He was soon reported 
to be stealing some things which he converted 
to his own use. In consultation, Dr. Herbert 
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Harms felt that the stealing might be a 
compromise for his physical disabilities and 
his backwardness in his studies. Special train- 
ing in an institution for mental defectives 
was advised, but before considering this fur- 
ther a third air injection was made July 27, 
1940. This time, 70 cc. of air was injected 
during cyclopropane anesthesia. We discon- 
tinued at this stage because the blood pres- 
sure was rising steadily. The boy’s gait im- 
proved further, to some extent, but his neu- 
rologic condition otherwise remained un- 
changed. He showed no improvement in his 
school work. It was then felt that maximum 
benefit had been provided by air injections 
and that the mental deficiency would be- 
come more obvious in later years. The par- 
ents then agreed to accept our advice to ar- 
range for institutional training. Moderate 
improvement from all three injections. 

Case 7—R. K., a boy, aged 9 years, fell off 
a tricycle three years ago and struck the back 
of his head. He was quite dazed and con- 
fused. One week later, he began to have 
“spells.” During these attacks, his head, eyes, 
and torso would turn toward the right and 
he would then fall. He would usually feel 
very limp, but did not show clonic movements 
until almost three years after the accident. 
-Then his head would draw backward and 
show jerking, along with similar movements 
in the upper extremities. The boy had also 
become fat, irritable, forgetful, and retarded 
in his school work. Bromides, phenobarbital 
and dilantin all helped to give only tempo- 
rary relief. After 45 cc. of air was injected 
via the lumbar route, on February 7, 1939, 
some interesting x-ray findings were evident. 
There was a long cone-like shadow extending 
upward from the third ventricle to the right 
lateral ventricle. This was only partially fill- 
ed with air, while the left lateral ventricle 
showed normal filling. This suggested an ob- 
struction from adhesions in the region of the 
right foramen of Munro. The cortical path- 
ways generally were poorly visualized and the 
calvarium had a beaten metal appearance. 
The patient’s clinical condition was not help- 
ed by this air injection. The seizures re- 
curred one week later and are still present. 
He has lost his excess weight and talks in a 
slow drawl. The family has refused another 
air injection. Unimproved. 

Case 8—R. S., a boy, aged 7 years, when 
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six months of age developed a fever and gen- 
eral malaise. Soon his head began to enlarge 
and he developed convulsions, mental de- 
ficiency and spastic paraplegia. Two hundred 
ce. of fluid was removed and 160 cc. of air 
introduced under cyclopropane anesthesia 
May 11, 1939. The subsequent roentgen films 
showed an extreme degree of internal hydro- 
cephalus. His condition seemed to go bad 
about two weeks later, but the vital func- 
tions improved after several lumbar punc- 
tures. The air injection did not, of course, 
prove to be of any ultimate benefit because 
of the pronounced hydrocephalus with only 
a very limited portion of the cortex remain- 
ing. The pictures, however, helped in an eco- 
nomic way by making it quickly evident that 
special schooling and training would be es- 
sentially useless. Institutionalization and cus- 
todial care in a place for the feebleminded 
was recommended. This boy’s entire disability 
was considered to be the result of polio- 
encephalitis. Temporarily worse. 

Case 9—V. W., a girl, aged 5 years. Although 
a number of ailments are erroneously at- 
tributed to a fall during infancy, this child 
did suffer a cerebral concussion when she 
fell from a table at 5 months of age. She 
soon developed a spastic diplegia, worse on 
the left side. Then appeared a convulsive 
disorder and later mental retardation. On 
October 3, 1939, 48 cc. of fluid was removed 
and 45 cc. of air introduced. Cyclopropane 
anesthesia was used. Within ten days she was 
talking more distinctly and was less restless. 
Spasticity and mental dullness were improved 
three weeks later. The ventricular system did 
not fill well with air and the cortical mark- 
ings were poorly outlined, as in chronic arach- 
noiditis. Special educational training and fur- 
ther air injections were suggested to the par- 
ents of this child. Moderate improvement. 

Case 10—S. D., a man, aged 36. This man 
is an efficient plumber whose work was first 
temporarily interrupted by an accident in 
February, 1935. He struck the back of his 
head on falling downstairs and soon complain- 
ed of burning pains in the occiput. His speech 
became garbled and he developed a psychosis 
with manic and paranoid features. A sub- 
arachnoid air injection by Dr. J. R. Jaeger, 
of Denver, resulted in complete clearing of 
the patient’s symptoms four months later. 
The man then returned to his work and felt 
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well for three years, when his occipital burp, 
ing sensations began to recur occasionally 
They were further augmented following Re: 
fluenzal encephalitis 412 years after his heaq 
injury. The speech garbling and Psychotic 
symptoms returned in a pattern very Similar 
to their previous manifestations and were 
again relieved by therapeutic encephalogra. 
phy November 11, 1939. One hundred ¢e, g 
air was injected. The roentgen films Showed 
a milky appearance over the cortex, Suggest. 
ing chronic arachnoiditis. He has remaineg 
at his work since January, 1940. This cage 
illustrates the value of air injections for post. 
inflammatory as well as post-traumatic Syn- 
dromes of the central nervous system. Mark. 
ed improvement. 

Case 11—D. H., a boy, aged 3 years and 5 
months, had an unexplained convulsion at 
one and one-half years of age. No more were 
noticed until about a year later, at which 
time he had an unexplained fever for two 
days. Soon afterwards, he developed momen- 
tary spasms, characterized by slow blinking 
of the eyes, stiffening of the arms and throy- 
ing the head forward and downward. Some- 
times he would fall while sitting or standing, 
He had many of such momentary attacks for 


‘the next year in spite of various medications, 


Two therapeutic air injections, one on Janu- 
ary 27, 1940, and again on April 18, gave only 
temporary clearing of symptoms for about 
two weeks each time. It was felt that the 
child harbored a feeling of insecurity arising 
from parental disharmony. The father and 
mother had many quarrels and even physi- 
cal combat in the child’s presence. Its sister 
had developed a chorea and the father even- 
tually committed suicide. The boy’s encephal- 
ograms showed incomplete filling of the ven- 
tricles, but there was nothing of pathologic 
significance. Unimproved after each injec- 
tion. 

Case 12—J. Y., a girl, aged 13, had whoop- 
ing cough at six months of age which left 
her with a spastic chorea. The original stria- 
tal lesions were likely as much hemorrhagit 
as inflammatory. Eighty cc. of air was intro- 
duced into the spinal subarachnoid space on 
February 29, 1940. The procedure was dis- 
continued when the pulse became less force- 
ful and regular. The air did not enter the 
lateral ventricles, but filled the third ven- 


tricle well. Ten days later, there was somej 
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jmprovement noted in the choreiform move- 
ally, f ments, but the spasticity remained unchang- 
in. eq, The girl was less irritable and her per- 


sonality was more pleasing. Weekly fever 
treatments were then instituted. Moderate 
improvement. 

Case 13—J. L., a Mexican boy, aged 7 years, 
showed spastic diplegia, athetosis and a low- 
grade mental deficiency. He was the young- 
est of twelve children, the rest of whom show- 
ed nothing unusual. This child’s delivery had 
not been difficult. Hence his condition was 
thought by us to be heredo-degenerative in 
origin. This was borne out by a pneumogram 


yn- § taken on February 26, 1940, when 60 cc. of air 
Tk- § was injected via the lumbar route. The films 
showed moderate enlargement of the. ven- 
468 tricular system, together with some cortical 
at f atrophy in both frontal lobes. As expected, 
ere # no improvement followed as might have re- 
ich § sulted if the child’s condition had been due 
wo to birth trauma. Permanent institutionali- 
en- § zation in a state home for the feebleminded 
ing f was advised. Unimproved. 
W- Case 14—W. A., a boy, aged 15, while rid- 
he- § ing his bicycle in May, 1938, struck a parked 
ng.§ automobile. He was thrown in the air and 
for§ hit the curb with his head. Seven teeth were 
ns. § knocked out and the left ramus of the mandi- 
lu-f ble was fractured. He soon began to have 
nly § generalized convulsions, headache, irritability 


and was truant from school. Encephalography 
was made March 28, 1940, when 70 cc. of air 
was injected. The procedure was stopped 
when the blood pressure rose and an extra- 
systole appeared. The right lateral ventricle 
showed incomplete filling and there was 
marked widening of one cortical pathway in 
the right frontal region. At no time, how- 
ever, had localizing neurologic signs been 
present. The seizures recurred about two 
weeks later. It was felt that the boy had 
suffered post-traumatic cortical atrophy, 
which was beyond repair. Unimproved. 

Case 15—O. C., a man, aged 41, was kicked 
six years ago in the upper spine by a horse. 
There was no fracture, but his strength was 
diminished after that. Three years later, fol- 
lowing influenza, his lower extremities began 
to feel a little rigid, he was weaker and his 
head shook slightly from side to side. He 
worried over trifles and was easily depressed. 
The diagnosis was Parkinsonism, mostly post- 
inflammatory but with possibly a traumatic 
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predisposition. Rabellon compound relieved 
the symptoms as long as the patient took the 
medicine. In an effort to afford more perma- 
nent relief, a therapeutic air injection was 
made on October 8, 1940. Unusually clear 
pictures were obtained after 100 cc. of air was 
used. Atrophic changes were seen in the 
thalami and lenticular nuclei. One month 
later his head tremors were less pronounced, 
the lower extremities more relaxed, and he 
felt strong enough to return to light labor. 
His wife reported him to be cheerful and 
sociable. Other reports on therapeutic en- 
cephalography in Parkinsonism are few and 
generally unfavorable. Moderate improve- 
ment. 

Case 16—W. H., a man, aged 31, after losing 
his left arm as the result of an accident 
six years ago, became quite depressed, par- 
ticularly from frustration over inability to 
obtain satisfactory employment. He resorted 
to alcohol rather steadily. Four years ago, 
on a day when he had some teeth extracted, 
he feel downstairs, striking the back of his 
head a number of times. He was unconscious 
for about 30 minutes and soon began having 
clonic convulsions. Their onset was charac- 
terized by severe occipital headaches and 
temporary opisthotonos. The seizures stop- 
ped after two weeks of sedation. While in- 
toxicated on October 1, 1940, he was struck 
by an automobile and was brought home. un- 
conscious. There was marked discoloration 
above the right eye. He then became very 
restless, complained of severe pains in the 
occiput and developed generalized tonic seiz- 
ures in rapid order. Fearing status epilepti- 
cus, 80 cc. of air was injected into the lum- 
bar subarachnoid space on October 18, 1940. 
The films showed incomplete filling of the 
ventricular system and widening of the cor- 
tical pathways, particularly in both frontal 
lobes. 

The seizures became less frequent and 
eventually stopped entirely, one week after 
the air injection. Here we were dealing with 
an alcoholic as well as a _ post-traumatic 
meningo-encephalopathy. Marked improve- 
ment. 


Summary and Conclusions 


1) Twenty subarachnoid injections of air 
were made on sixteen patients. Two were 
each given two injections and one had three. 
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2) The syndromes were mostly post-trau- 
matic, but there were a few post-inflamma- 
tory and several heredo-degenerative condi- 
tions. 

3) The twenty treatments brought mark- 
ed improvement to five, or 25 per cent; mod- 
erate improvement in six, or 30 per cent; 
eight, or 40 per cent, remained unchanged; 
and one, or 5 per cent, became worse tem- 
porarily. 

4) The results depend largely on the inter- 
val since the accident and the amount and 
nature of the original damage. It is prefer- 
able to inject air within six months of the 
onset of the difficulty. However, the pro- 
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cedure is usually worth a trial, even in obgtj. 
nate, chronic cases. 


18 N. Tejon Street, 
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Much time and thought has been devoted 
to the planning and execution of educational 
programs, but we find a peculiar lack of evi- 
dence that these are educational. The boun- 
dary line between education and clinical 
treatment is very indistinct and one may 
doubt whether the two differ fundamentally. 
Yet their basic concepts and methods are 
generally quite irreconcilable. That clinical 
treatment has evidence to its credit gives 
hope for education to develop similar sup- 
port. If, as Durfee says, cure is based not 
on restraint but on mental liberation, then 
so also may be prevention and control. Up 
to 20 years ago education had experienced a 
continuous development, so that there had 
accrued not only a body of educational tech- 
nic and literature, but a lineage of educators 


238 


who had successively learned and amplified 
the non-verbalizable aspects of the art. The 
perspective of a 20-year gap has stamped 
some question marks on the established pro- 
cedures so that now, while more inept in the 
art, we are free to proceed along critically 
conceived lines. Unfortunately, some of those 
who are beginning to write books for educa- 
tional purposes seem to have gotten hold of 
the archives and are repeating old patterns, 

Evidence of sound education is not found 
in conformance to any educational doctrine, 
but only in an ensuing form of behavior. 
The control of alcoholism has been so bound 
up with a crusading spirit and the direct 
and immediate aggressive imposition of 4 
final goal that the necessary steps leading 
to that goal have been poorly worked out. 
These steps include (1) Clarifying the goal 
of education in terms of positive human liv- 
ing rather than some isolated item of be- 
havior. (2) Specifying focus of education at 
important points in our culture, where edu- 
cation is most needed and most effective. 
(3) The clarification of a concept of alco- 
holism that provides the leads to education. 
(4) Selecting the content of education—what 
it is important to teach. (5) Selecting the 
methods of education—wherein those who are 
to be educated leave openings for educational 
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influence. (6) Devising ways of measuring 
the effects of education that harmonize with 
the goal in terms of human living. 


The. Goal of Education 


The various fields having to do with hu- 
man problems and needs have a common ulti- 
mate goal and one or more immediate or 
proximate aims that are peculiar to the in- 
dividual fields. Certain proximate goals have 
peen brought into view in the effort to con- 
trol alcoholism: abstinence, temperance, pre- 
vention of complications, such as through 
dietary deficiencies, or treatment of the ex- 
isting alcoholism. Possibly all these negative 
goals have their place in any comprehensive 
educational program, but beyond all immedi- 
ate ones is the ultimate one against which 
they must be tested to see whether they are 
steps toward it or not. The ultimate is that 
man should live his life so as to insure sur- 
vival, satisfaction: and productivity. Proxi- 
mate goals may be reached only to find that 
progress has been away from this ultimate. 
Unless the alternate to alcoholism carries the 
person closer to this ultimate than he is with 
alcoholism, there is no virtue in the attain- 
ment of the proximate goal, no gain in the 
trade. A suicidal, ineffective, or miserable 
non-alcoholic success of education is hardly 
a real success. Clinical studies have shown 
the diversity of the substrata of alcoholics, 
substrata that occur abundantly among non- 
alcoholics toward whom education is directed. 
With such diversity of persons, proximate 
goals cannot be single and unwavering, there 
are times when alternates have to be weighed 
to determine which is the lesser of two evils 
and which is the greater of two blessings. In 
spite of these questions, the proximate goals 
of such education generally speaking have 
been in line with the ultimate. 


A Guiding Concept of Alcoholism 


In order to arrive at well considered goals, 
at the effective focussing of education, at 
the pertinent content of education and at 
methods of education that touch and 
strengthen the vulnerable points of the indi- 
vidual, a clear and sound concept of alco- 
holism is essential. Such clarity is especially 
needed, considering the emotional factors ex- 
isting in the etiologic factors of alcoholism 
and the emotional phases in the determina- 
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tion of the crusaders against it. So much 
emotional coloring can confuse lines of pro- 
cedure. The “facts” upon which goals and 
the education toward them are based must 
be beyond indictment and its theories ra- 
tional. What is alcoholism? 

1) Alcoholism as a form of human behavior 
is the result of a multiplicity of differently 
weighted, more or less non-specific causative 
factors varying from individual to individual. 

2) It is thus similar to and involves the 
same factors as some other disorders of hu- 
man behavior, delinquency, neuroses and some 
of the psychoses. 

3) These other disorders very frequently 
underlie, alternate with, succeed and accom- 
pany alcoholism. No one of them can be 
dealt with specifically or apart from its as- 
sociated alcoholism or vice versa. The con- 
trol of the one entails the same processes, 
the handling of the same factors as the con- 
trol of the other. 

4) Excepting for a symptomatic attacl:, the 
educational control of any of these alternates 
is non-specific, and entails a hygiene of be- 
havior or mental hygiene. 

5) It is apparently possible to substitute 
one form of behavior for another, but the 
criterion of gain is whether this substitution 
promotes survival, satisfaction and produc- 
tivity for tne individual and society. 

6) Society over the centuries has developed 
alternates for the fumbling neurotic and sup- 
ports for integrated living that give satis- 
faction and allow of productivity in the face 
of serious life pressures. Such are religion, 
customs, duties, and other types of formalized 
behavior that are available resources of an 
educational effort to control alcoholism in 
certain individuals. 

Keeping these concepts of alcoholism and 
its substratum in view will help clarify the 
goals, determine the content and methods of 
education and make the evaluations of edu- 
cation harmonize with human living. 


The Focus of Education 


Toward whom in our population should 
education be directed, where in concentrated 
and specifically planned form looking to- 
ward prevention, where because they are es- 
pecially susceptible and in need? Where are 
those who carry on the education themselves 
to be educated? 
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For the general public the billboard, the 
magazine, the theater and many other media 
have been used. This is, however, one field 
in which the imagination of man has not yet 
found it possible to exaggerate the dramatic 
social effects. There seems to be insufficient 
money for any consistent and widespread pro- 
gram of education of this sort, the field is 
left pretty clear for suggestion, both commer- 
cial and social, that is designed to increase 
the consumption of alcohol. 

The public school is the only place where 
the population as a whole can be approached 
educationally. Through this there is access to 
the regular curriculum and the organizations 
of parents and teachers. Both of these have 
active programs. Most of our laws, textbooks, 
plans and leadership have been centered on 
this point. 

It is only with those drinkers whose con- 
sumption of alcohol obviously exceeds the 
bounds of physiologic endurance that spe- 
cific continuous effort is made to balance 
the suggestion for increased consumption, 
most consistently through such agencies as 
the Salvation Army, but also through the 
church, the court, the doctor, the boss, the 
social worker and the visiting nurse. These 
are the authorities and educators whose own 
education is a part of the focus. 

The education of persons as educators and 
practitioners is a somewhat different matter, 
technically, from that of people as consumers 
for, while the same facts about alcohol and 
the susceptibilities of people have to be dealt 
with, they have to be more comprehensive 
and less personal. The distinction, however, 
is not as clear as this, for the student body 
of our colleges stands in a dual position of 
both potential teacher and potential alco- 
holic. This is emphasized in the words of one 
great psychiatrist. “When foreign enemies 
threaten our borders, it is our young men 
who take up arms against them, and the 
flower of the army is made up of our stu- 
dents. They are the ones who inspire it with 
that high moral spirit which is the prerequi- 
site of success, and for which our neighbors 
so greatly envy us. Today, when we have to 
do with an internal foe, perhaps more dan- 
gerous for us than all foreign enemies, should 
the student body hang back, simply that it 
may not be obliged to give up certain fa- 
vorite customs?” These words are the more 
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impressive because they came from Kraepelin 
in Munich, about 30 years ago. 

The content of education has not been as 
controversial as one might wish. While sup- 
posedly pointed toward the control of algo. 
holism, it has contained much that is of little 
or no value for this end. Detail about the 
chemical characteristics of not only ethyl] by 
other alcohols, detail of manufacture and the 
uses of alcohol in industry seem to have been 
introduced to fill space in courses in much 
the same way hems and haws fill the gaps 
in conversation that is disorganized by lack 
of knowledge or by embarrassment. There 
seems to be a buttressing with myriads of facts 
in the face of emotional realities that are only 
vaguely éven if strongly appreciated and with 
which the educator does not know how to 
deal. 

There is, however, a factual content that 
can be very appropriately presented in the 
effort to control alcoholism. The physiologic 
facts include especially effects on the func- 
tioning of the nervous system and the un- 
importance of alcohol as a food in contrast 
to its pathologic effects upon tissues and 
organs. The restrictive effect of alcohol upon 
the appetite for food and the need to Safe- 
guard against deficiency is important where 
alcoholism continues. Even more important 
is the psychologic side, for it involves not 
only the psychologic effects of alcohol, but 
the substratum on which alcoholism develops 
and also expresses the level of human func- 
tion at which the educational process itself 
is taking place. The popular belief that al- 
cohol improves skill needs especially to be 
explained in terms of impaired perception and 
judgment. The dynamics of habituation, the 
psychopathologic soil for alcoholism and the 
critical explanation of the arguments in fa- 
vor of alcohol are very important to the prob- 
lem of control. The social and sociologic facts 
can be tied up with the psychologic for an 
understanding of the increasing social pres- 
sures, or initiate consumption and the psy- 
chology of the individual that subjects him 
to these social circumstances. While the di- 
rect effects of alcohol may be seen as a part 
of the vicious circle of habituation, the thing 
that is not presented so well is the thinking 
and feeling of the subject when dangerous 
drinking is going on. Pertinent also is the 
elucidation of the emotional basis of adver- 
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tising OF other appeals tending to encourage 
consumption. In the content of education 
there is a place for the story of the adolescent 
struggle for manhood, some of the psychologic 
short cuts that are employed by youth, the 
doubts that cause these short cuts to be em- 
ployed and the essential immaturity behind 
the concept that “holding one’s liquor” as a 
sign of manhood. Appropriately included here 
is the relation between the capacity to ac- 
cept difference of opinion and higher grades 
of emotional growth, the opposite being rec- 
ognizable in intolerance of the use or non- 
use of alcohol, as well as efforts to embarrass 
the non-drinker into drinking and vice versa 
and the fear of ridicule because of differ- 
ence. 

The methods of education are so closely 
pound up with the psychologic channelling 
of the appeal that the two must go together 
as the proper way of education. The dispas- 
sionate appeal to reason is most frequently 
urged as the proper basis of education, sup- 
posedly leaving the individual emotionally 
free to make his own decisions. Most of the 
formal literature is tuned to this type of 
appeal, but a careful analysis shows that in 
actuality there is no such thing as an ex- 
clusively emotional or intellectual appeal. 
There is only a leaning in the one or other 
direction. It is to be expected that since alco- 
holism is so diverse in its causation, it will 
be subject to many different methods of con- 
trol. Each method will land its own catch 
but still leave fish in the pond for other ways. 
The appeal to reason may be interfered with 
by the example of the educator’s own use 
of alcohol—whatever his profession. Further- 
more, there is always the possibility that if 
the facts are presented in full they will seem 
to indicate that society has reached a decision 
in favor of alcohol. In order to safeguard 
the educational investment there is need of 
the same personal endowments for the edu- 
cator as are quoted by Merrill Moore for the 
therapist. 

1) “A wide and certain knowledge of men 
in the same sense that, for instance, the suc- 
cessful man of affairs understands that ex- 
pression. 

2) “An ability easily to transcend one’s own 
private self (self-objectivation). 

3) “Certain ethical character and intelli- 
gence traits which seldom occur in one per- 
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son, including freedom from infantile and 
neurotic tendencies. 

4) “An inborn call to leadership or what 
Prinzhorn calls ‘instinctive vital conviction of 
direction.’ 

5) “The self-confidence of a free manhood 
which is not to be gained by any intellectual 
means, but solely by self-proving with the 
complete cooperation of the personality.” 

In some educational recommendations, 
practical uncertainties have been surmounted 
by evasive generalities, e.g., “abstinence must 
be so presented that it will have a stamp of 
value.” Of course, but how? 

Because of the crusading spirit with which 
some education is undertaken, “facts” have 
been wished into existence as appealing, even 
if they are untrue. Also irrational arguments 
and conclusions have been enunciated. It is 
partly because of this clouding of fact that 
our data have to be so carefully reconsidered. 
It is no overstatement to say that the end 
has been taken to justify the means. Such 
misinformation and irrationality of judgment 
have really frustrated education because they 
have given a cultish tinge to the whole of 
education for the control of alcoholism, and 
have crossed the fingers of those who are 
presented with scientifically accurate data. 
Also by synecdochic thinking all who have 
interested themselves in such education have 
been looked upon as somewhat hypocritical 
or queer. A good example of such misinfor- 
mation is found in the writings of a widely- 
quoted school teacher who says “when alcohol 
is wedded to venereal disease, the offspring 
is feeblemindedness.” This same author in- 
dulges in irrational argument as follows: 

“A brief consideration reminds one that 
this same alcohol (1) when applied to a grass 
stain or a grease spot will cause it to dissolve 
and disappear; (2) if spilled on the table top, 
will remove the varnish; (3) when used in 
the laboratory will preserve specimens by ab- 
sorbing moisture from the tissues so that 
they will not decay.” 

To which a reader appropriately respond- 
ed: 

“That water (1) when applied to any grease- 
less spot will cause it to dissolve and dis- 
appear; (2) when dropped on an unvarnished 
table will cause the wood to warp; (3) care- 
less use of water causes drowning.” 

Even Kraepelin fell into a false inference 
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when he said “Drinkers beget those who in 
turn have an appetite for drink, but they 
beget also idiots, epileptics, criminals and 
prostitutes.”’ One-sided data—failure to pre- 
sent knows that may not help the argument 
creates suspicion when it is discovered, but 
even worse when not discovered it has dead- 
ened the conflict of data which is always a 
stimulus to research. It subjects those who 
accept partial data to the embarrassment of 
challenge and contradiction and reverses or 
alienates support. The alcoholic is only too 
ready for the opportunity to seize upon im- 
perfections of such argument and get solace 
out of the logical weaknesses of his critics. On 
the other hand misinformation in advertising 
that encourages the use of alcohol can be 
turned to account in education by the same 
challenge and disclosure of irrationality. All 
such propaganda can be ‘put under the spot- 
light to discover its truth or falsity. 

The appeal to feeling is the older and the 
more dramatic in its force when it works, 
although there is much protest against it, it 
being claimed that cold facts should be suf- 
ficient to lead the person to a mature judg- 
ment as to his own behavior. As before indi- 
cated, these arguments postulate a never ex- 
istent dichotomy of emotions and intellect. 
Facts presented to people are not the same 
as for use in a mathematical formula from 
which a solution is calculated. These facts 
bear upon life which is full of feeling. 
The person to be educated is the formula, 
must have the facts entering him via his 
feelings and from him issues a decision per- 
meated with feeling. Education that fails to 
convey enough feeling does not get into the 
human formula, and reaches no solution. A 
part of this feeling not reducible to words 
is the attitude and behavior of the educator 
himself. Myerson has pointed out how this 
attitude and behavior in the Jewish family 
culture, where the atmosphere portrays a 
distrust of the abuse of alcohol, reveals it- 
self in the low incidence of alcoholism among 
Jews. This undesigned education either pro 
or contra is going on all the time about the 
child and about the alcoholic himself, and 
worms its way into behavior much more deep- 
ly than the less subtly designed training. An 
attempt to appeal to this same dictate of the 
crowd is found in the organization known as 
Allied Youth, youth joined together in sup- 
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port of abstinence. Allied Youth differs from 
earlier efforts of this sort in that there jg 
specific omission of the principle of disgrace. 
fulness and immorality in drinking. It at. 
tempts to further demonstrate by practice the 
possibilities of alcohol-free leisure time ae. 
tivities. The teaching of lessons about alcoho] 
is replaced by projects in which specific 
crimes, accidents, and deficiencies of skill in 
work are studied for their causative factors 

Just as a neurotic sensitivity may be re- 
sponsible for alcoholism, so in the converse 
this sensitivity may be the foundation upon 
which alcoholism may be prevented or cured 
by the building up of an equally compelling 
antagonism to the use of alcohol. The edy- 
cational efforts of such persons in turn need 
constant watching and tempering, for it js 
out of them that wishful conclusions are apt 
to arise. 

Since with many other problems of he- 
havior, particularly when not fully estab- 
lished by habit, an indirect attack is prefer- 
able, so with education for the control of 
alcoholism indirect education pointed toward 
the development of happy childhood in gen- 
eral and satisfying social and occupational 
experiences is better than disjointed specific 
attacks on the many lines of potential diffi- 
culty, sex, crime, alcohol, and the like. The 
first effort should be that of all education to 
direct the person into positive channels. As 
stated by Moore—“A rational program of men- 
tal hygiene in childhood along with a warmth 
of affection, the satisfaction and security of 
normal family life are the best safeguards 
against alcoholism.’’* 

This approach fits in well with Luria’s con- 
cept of will, and certainly nowhere is the 
idea of will played up more than in relation 
to the use of alcohol. Luria looks upon will 
as a manipulation of the setting so that a 
desired result will ensue as a consequence 
of favorable factors rather than as a blunt 
pressure for the result in the face of unfa- 
vorable forces. The most effective education 
against alcoholism will be the education for 
human adjustability, dealing with causes, pre- 
vention of neurosis, acceptance of difference, 
the influencing of social settings, possib'y 
even the acceptance of neuroses for what 


* “The Intoxications—Modern Medical Therapy 
in General Practice,” Williams & Wilkins, 1940. 
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they are, so that they will not have to be 
something else.” 
1790 Broadway. 
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The treatment here outlined was first de- 
scribed by one of us in 1940.' Although many 
psychologic factors enter into the problem, 
the main objective is to develop a physical 
aversion to the sight, taste, smell, and thought 
of liquor at the conditioned reflex level. Out 
of 1,042 patients treated by this method dur- 
ing the past five and one-half years we have 
been able to follow 830. Of these, 58.7 per 
cent have remained completely abstinent six 
months to five and one-half years.” 

We could find in the literature only one 
article giving the results of treatment in terms 
of the percentage of patients abstinent for a 
spicified length of time. Tillotson and Flem- 
ing? reported that only 15 per cent of their 
patients treated by conventional psychothera- 
py remained abstinent for eighteen months or 
longer. 


* From the Shadel Sanitarium and The Research 
Foundation for Alcoholism. 


Method of Treatment 


Patients are hospitalized in a sanitarium 
devoted exclusively to the treatment of alco- 
holism. Only those who come voluntarily are 
accepted. 

After the patient has been given the nec- 
essary preliminary care and has reached a 
state where he is menially clear, he is taken 
in the morning, without food, to a special 
room for his first treatment. In this room 
the patient is seated in a large comfortable 
chair which is water-proof and covered with 
washable blankets. Suspended from one arm 
of the chair so that it will swing around in 
front of the patient is a large emesis basin 
approximately two feet in diameter. This 
chair is placed so that a display of liquor, 
which is spotlighted with indirect lighting 
is directly in view of the patient. It is also 
best that the treatment room be as sound 
proof as possible so as to eliminate all ex- 
traneous noises. When first seated in the 
chair, the patient is given the following 
sketchy explanation of the treatment: 

Liquor in its intrinsic nature is obnoxious 
to the body and that he is going to taste, 
smell and drink the liquor in such a manner 
that its obnoxious character will become ap- 
parent to him. The liquor which he is about 
to drink is good liquor and contains nothing 
foreign that will make him sick, and that if 
he so desires, fresh bottles will be opened for 
him. He is told that the hypodermic injec- 
tion which he receives is for the purpose of 
sensitizing his nervous system so that the 
true obnoxious characteristic of the liquor 
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will be more apparent to him. 

As soon as this brief discussion is ended, 
the patient is given two ten-ounce glasses of 
warm saline solution containing one and one- 
half grains of oral emetine and one gram 
of sodium chloride to the twenty ounces of 
water. We find this is just sufficient salt 
to mask the taste of the oral emetine which 
is bitter. Immediately after this, he is given 
by hypodermic injection six minims of a 40 cc. 
sterile aqueous solution containing 3.25 grams 
of emetine hydrochloride to produce emesis, 
1.65 grams of pilocarpine hydrochloride for 
diaphoresis, and 1.5 grams of ephedrine sul- 
phate for support. 

On the table in front of the patient is a 
large pitcher of lukewarm water, two 10-ounce 
glasses, two 4-ounce glasses, and the liquor 
to be used in the treatment. Lukewarm wa- 
ter is used throughout the treatment. Cold 
water is never used. Into one of the 4-ounce 
glasses is poured an ounce of whiskey. Whis- 
key is always given first because it produces 
the desired gastric irritation. The whiskey 
is held in front of the patient’s nose and 
the patient is made to smell deeply. He is 
then requested to sip it and taste it thor- 
oughly and told to swish it around in his 
mouth and swallow it so that the maximum 
distastefulness is elicited. Another drink of 
whiskey is poured and the same procedure 
repeated. At about this point diaphoresis 
sets in, but the washable blanket around the 
patient’s shoulders is kept in place. Nausea 
should begin immediately after this second 
whiskey drink if the timing has been right— 
and it must be if the treatment is to have 
its maximum effect. The patient may object 
to taking any more drinks, but it is impressed 
upon him that his whole cooperation is need- 
ed and the therapy is continued. 

A 10-ounce glass of warm water with about 
two ounces of whiskey in it is then given. 
Very frequently this will produce the first 
emesis. If it doesn’t, the patient is asked to 
drink another straight whiskey and it is very 
seldom that this fails to produce the first 
emesis. Before each drink he is made to smell 
and sip the liquor. Following the first emesis, 
the same routine is repeated except that two 
of the mixed whiskey and water drinks are 
given instead of the saline solution and are 
followed by pure whiskey. In the first treat- 
ment we rarely use anything but whiskey and 
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an occasional drink of straight gin where 
whiskey fails to bring emesis. After the pa- 
tient has vomited two or three times, the 
first session is concluded by giving the pa- 
tient a 2-ounce glass of near beer to which 
has been added five minims of a solution 
containing twenty-four grains of tartar eme- 
tic to each ounce for the purpose of pro- 
longing the nausea. The patient is then taken 
back to bed, wrapped warmly in the wash- 
able blankets and a large basin is place 
beside the bed. This first treatment usually 
lasts about twenty minutes, during which 
time the pulse is taken at five-minute in- 
tervals. If the pulse rate goes above 140 per 
minute, the procedure is discontinued. If nec- 
essary, the stomach is emptied with a tube 
and the patient sent back to his room. 

The second and remaining treatments dif- 
fer from the first as follows: (1) The dosage 
of the injectable emetine is increased. (2) 
The duration of the treatment is increased 
to about thirty-five minutes. (3) The entire 
variety and types of liquor are given at each 
treatment. The treatments are started in 
exactly the same manner as the first except 
that the explanation for it is eliminated. 
Emesis is obtained from whiskey before any 
beer or wine is given. It is well to remember 
that it is difficult for many patients to vomit 
beer because of its foamy nature once it 
reaches the stomach, so it is best to have at 
least one or two glasses of the mixed whiskey 
and water or gin and water in the patient’s 
stomach before the first glass of beer is given. 
We always add about an ounce of whiskey 
to the beer unknown to the patient in order 
to increase its gastric irritative quality. We 
find that wine is not very nauseating at first, 
and it is rather difficult to obtain emesis on 
wine alone, therefore it is best given after 
the patient has vomited four to five times 
and following two or three of the mixed 
drinks. If any signs of absorption appear or 
if the patient comments that he is beginning 
to feel dizzy or getting a glow from the liquor, 
the stomach should be immediately emptied 
by a tube, because intoxication must not take 
place under any circumstances during or after 
the treatment. This rarely occurs if the meth- 
od is carried out in a proper manner, but 
until a great deal of experience has been had, 
it is well to remember this point. 

Frequently the patient will develop a mark- 
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ed aversion to all types of liquor by the end 
of the first treatment. In these cases, we 
find it advantageous to give him a day or 
two of rest. We never, barring physical dis- 
ability, finish the initial course in less than 
four treatments, though usually five, six and 
sometimes seven or eight are required. In the 
second, third, fourth, fifth and subsequent 
treatments, the injected dosage of emetine 
solution is eight, ten, twelve and fifteen 
minims, respectively. The oral tartar emetic 
in the second treatment is ten minims and 
thirty minims in subsequent treatments. The 
dosage of oral emetine at the beginning re- 
mains at one and one-half grains. 

An important decision which must be 
reached after several applications is when 
one is through with the initial course. This 
decision must be judged from the degree of 
aversion which has been established and from 
the patient’s general mental attitude. In the 
majority, the proper degree of aversion is 
considered established when they become 
nauseated at the sight and the smell of liquor, 
and the emesis in the treatment room is 
prompt and complete from all varieties of 
liquor. There are some individuals, however, 
who never can be made to vomit easily, but 
they do become deeply nauseated and hate 
the sight, smell and taste of liquor, and their 
conditioning is just as good as the ones who 
vomit readily. The proper mental attitude is 
considered when the patient expresses the 
belief that he no longer desires liquor in any 
form and hates the sight, taste and smell 
of it, and in general wants to have nothing 
to do with it ever again. It is rather difficult 
to visualize these last two points, but they 
are readily recognized after some experience. 

As long as the patient is in good physical 
condition, he should not be allowed to go back 
to his room without completing the proce- 
dure as described above. Outside matters 
should not be discussed during the session. 
His mind should be strictly on the treatment. 
Conduct the first part of the treatment 
in a leisurely manner, giving the patient am- 
ple time to drink his liquor and, incidentally, 
enough time for the emetine to exert its 
action. The liquor should be pushed rapidly 
toward the end of the treatment. This treat- 
ment unfortunately, or perhaps fortunately, 
often produces a marked urgency to empty 
the bladder or bowels. For this reason, the 


treatment chair has a commode arrangement 
that can be used without interrupting the 
procedure. This side effect is explained to 
the patient as the result of the alcohol “com- 
ing out” of his system. 

Benzedrine is given before each treatment 
to facilitate the conditioning process, unless 
the patient is sensitive to this drug. He should 
not be under the effect of any sedative as 
this interferes with the attainment of the 
conditioned reflex against alcohol. 

In doubtful cases, an attempt is made to 
get the patients to return in two weeks and 
then at increasingly longer intervals for a 
year for reinforcement.’ This consists of their 
coming overnight for a routine treatment, 
using ten minims of emetine solution for the 
hypodermic injection. 


Psychotherapy 


The patient is urged to ruminate over his 
drinking rather than the details of his treat- 
ment. Psychotherapy is limited to a simple 
discussion of his problems and the explana- 
tion of his specially developed susceptibility 
to alcohol. He is told that there is no middle 
of the road for him and that he must choose 
between complete abstinence or eventual 
drunkenness. He is warned never to take the 
first drink and never to experiment with 
drinking. He should never figure that after 
a long period of abstinence he could safely 
take a few drinks and leave it alone like his 
friends. He will always be sensitive to alcohol 
and should no more think of drinking than 
a diabetic would think of eating sugar, or a 
person allergic to strawberries or sea food 
think of eating these. Alcoholism is stressed 
as an illness, and the challenge should be 
to master alcohol, not by taking a few drinks 
and stopping, but by freeing himself com- 
pletely of any need or desire for the bev- 
erage. The patient is urged to develop other 
interests and, if possible, a religion or philoso- 
phy that will make him realize that his life 
does not belong to himself alone to squander 
for his own pleasure. We try to get the pa- 
tient to tell his friends that he has taken 
the “cure” and to get any of them in for 
treatment who need help. 


Results 


Out of the first group of 255 patients treat- 
ed four or more years ago we have been able 
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to contact 145 with an abstinence rate of 
46.1 per cent. 

Out of the second group of 319 patients 
treated two to four years ago, we have been 
able to contact 238 with an abstinence rate 
of 56.3 per cent. 

Out of the third group of 295 patients, 
treated six months to two years ago, we have 
been able to contact 279 with an abstinence 
rate of 66.7 per cent. 

The percentage of abstinence in the first 
group is probably not the best that can be 
obtained. The treatment at that time was 
still in a developmental stage. We also are 
probably more apt to hear of failures than 
successes in our follow-up contacts. No se- 
lection of cases has been made. All those 
coming for treatment, regardless of their de- 
gree of sincerity or prognosis, are included 
in these results. Many relapses came back 
for retreatment. We do not have the final 
figures on this group, but at least 25 per cent 
of these patients have remained abstinent 
after a repeated course. 


Discussion 


Many questions occur to one on first con- 
tact with this treatment: 

1) Many alcoholics vomit when drinking. 
Why does this not condition them against al- 
cohol? The reason this does not work is that 
they are already partially narcotized by the 
alcohol when this happens. They have also 
had the initial pleasure of drinking to neu- 
tralize the painful hangover. With the con- 
ditioned reflex treatment as outlined *..ere 
is no initial pleasure and there is no narcosis. 

2) Why is emetine used instead of apomor- 
phine? Apomorphine may have a narcotic 
and euphoric as well as the nauseant effect. 
Its action is less sustained than that of 
emetine.® 

3) What is done about the underlying neu- 
rosis and may it not reappear in other forms 
as disabling as alcoholism? It is surprising 
how other conditions clear up when alco- 
holism is once eliminated. A few patients 
should have a follow-up of intensive psycho- 
therapy, but we know of no case of failure 
to respond to our treatment that subsequently 
reacted to any other type of therapy. On the 
contrary, we have a number of patients who 
have not benefited from intensive and pro- 
longed psychotherapy but responded to our 
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method. 

4) What are the contraindications to this 
type of treatment? Patients with active pep- 
tic ulcers are poor risks because of a pos. 
sible gastric hemorrhage or perforation. Pa- 
tients as old as 78 have been treated and a 
controlled diabetes or heart condition does 
not seem to be a contraindication. Angina, 
myocarditis, coronary disease, hernia, tuber- 
culous cavitation, or evidence of bowel or lung 
hemorrhage are contraindications. 

A critical analysis reveals other factors en- 
tering into the results reported. Many pa- 
tients say that discussions with the other 
patients have caused them to stop and think 
about their problem in a different light ang 
have made them realize that they are not 
alone in their disability. Most of our patients 
have also made up their minds to stop drink- 
ing or they would not have come for treat- 
ment. 

Our results would be much better if we 
could eliminate the constitutional psycho- 
path. Unfortunately we are often forced by 
the pleas of relatives to take unpromising 
material for a trial, even with the under- 
standing that the chances may be 1 to 100 
against a successful result. Thus far we have 
been unable to discover any criteria for an 
accurate prognosis. Some apparently hope- 
less patients have responded to treatment and 
are our best results. 


Summary 


1) A detailed description is presented of 
the technic of the conditioned reflex treat- 
ment of alcoholism. 

2) The object of this treatment is to pro- 
duce a strong physical aversion to the sight, 
taste, smell and thought of alcohol. 

3) This treatment has resulted in a con- 
firmed abstinence rate of 46.1% for patients 
followed four years or longer, 56.3% for pa- 
tients followed from 2 to 4 years and 66.7% 
for patients followed from six months to two 
years after treatment. 

4) Contraindications to this type of treat- 
ment include active peptic ulcer, any hem- 
orrhagic condition of the bowel or lungs, 
hernia, angina, coronary or myocardia dis- 
ease, or tuberculous cavitation. 

Addenda. As many patients complained 
that they were developing an aversion to salt 
water, we now give the oral emetine in a 
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capsule with with tap water instead of salt 
water about 15-20 minutes before starting 
the ingestion of the liquor. The treatment 
was becoming known as a Salt water treat- 


ment. 
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of Traffic Offenders* 


LOWELL S. SELLING, M.D. 
Detroit, Michigan 


Dr. Selling holds an M.D. degree from Bellevue Hospital 
and, in addition, has advanced training in psychology, 
physiology and public health. He has been a psychologist 
for Bellevue Hospital and the Department of Public Wel- 
fare in New York City; and psychiatrist at the Psycho- 
pathic Department of Bellevue Hospital and the Institu- 
tion for Juvenile Research in Eloise Hospital, Wayne 
County, Michigan. At the present time, he is Director of 
the Psychopathic Clinic of the Recorder’s Court in Detroit, 
where he has developed the Traffic Clinic and, recently, 
a clinic for domestic relations connected with the judicial 
organization. At present, he is also Adjunct Neuropsy- 
chiatrist at Harper Hospital and Associate Attending 
Neuropsychiatrist at Eloise Hospital. He belongs to 34 
professional organizations and has published almost 100 
articles in the past ten years as well as two books, one of 
which has been translated into two foreign languages. 


Although psychiatrists and neurologists for 
many years have been called upon to treat 
diverse types of deviated individuals from the 
maladjusted to the psychotic, the extension 
of psychiatry into the field of the relatively 
normal has been a recent development. 

Children who have behavior disturbances 
are being diagnosed and treated, criminals 
who are not psychotic and not neurotic, and 
for that matter are sometimes not even 
psychopathic, are also being analyzed as to 
the causes of their difficulties. Recommen- 
dations are made which are assumed to aid 
in the correction of their deviations, and in 
many cases such therapy results in changing 
a person who is a detriment to society into 
a law-abiding citizen. 

Because of the fact that the traffic problem 


* Studies from the Recorder’s Court Psychopathic 
Clinic, Detroit, Michigan, Series T-27. Read at 
the Annual Meeting of the Central Neuro- 
ee Society, Detroit, Michigan, October 


is such an important one, the responsibility 
of psychiatry to it cannot be ignored. I can 
report some statements made to me by psy- 
chiatrists in private practice that much more 
work in the treatment of the traffic offender 
is being done by them than comes to the 
attention of those who read about psychiatric 
treatment of traffic offenders in the scien- 
tific literature. 

For instance, a number of psychiatrists in 
the city of Detroit have told me of neurotic 
patients, who, while being treated for some 
other complaint, have also been restrained 
from driving. 

It is common knowledge to psychoanalysts 
that, with the resolution of the complex ma- 
terial and the straightening out of the men- 
tal condition of the patient, compulsions 
which might have made the patient a bad 
driver are also resolved. 

The present brief report is an attempt to 
summarize methods of treatment of traffic 
offenders in use in our clinic which might 
be employed by those who have court con- 
nections or by the psychiatrists to whom 
such cases might be referred. 

As in all other branches of medicine, it is 
necessary to make diagnoses in the case of 
the traffic offender which extend over a much 
broader range than one finds in cases re- 
ferred to the state hospital, to the mental 
hygiene clinic, or even perhaps to the private 
practitioner. Included in the group are not 
only the psychotic, the feebleminded, the 
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neurotic and the psychopathic, but a large 
number of persons who must be considered 
normal because they have no diagnostic syn- 
drome to which one can point a finger, yet 
who have a bad attitude toward the traffic 
situation. 

It is my impression, not substantiated by 
any figures but rather the result of having 
seen many deviants who have gotten in trou- 
ble in traffic, that the greater number of 
bad drivers, even the most dangerous drivers, 
fall in this last group. They are those who 
have no delusions, hallucinations, pathologic 
death wishes; or other supra-, para-, or ultra- 
normal deviations. 

It might be presumed that the psychiatrist 
finds no place for such persons in his domain, 
but we have shown in previous studies that 
the reverse is true. This is emphasized by 
the fact that, with the increasing number of 
accidents and deaths on the highway, edu- 
cational, enforcement and engineering ex- 
perts have not solved the problem, and it 
therefore falls to the specialist in human 
behavior. 

The clinic has now seen fifteen hundred 
and more cases. Of these, approximately four 
per cent showed major psychiatric deviations 
along the lines of psychoses and neuroses. 
Psychotic cases were committed to mental 
hospitals or were referred to private physi- 
cians. The family of the patient had some 
choice in the matter, inasmuch as the usual 
traffic violation was not sufficiently serious 
to justify a court order requiring commit- 
ment. Eventually, however, most of the psy- 
chotics diagnosed in the clinic did end up in 
a mental hospital. An important problem 
comes up in connection with the psychotics, 
and that is how to deal with the treated 
paretic. Eloise Hospital, which has been giv- 
ing malaria treatment of paretics since 1925, 
has on record a number of patients, who, for 
approximately fifteen years, have been driv- 
ing and as far as we are able to find out 
have not been in any trouble. The criterion 
we use in permitting such individuals to con- 
tinue to drive is complete resolution of the 
mental symptoms of paresis, and it is only 
exceptionally that we permit to drive one who 
still has neurologic signs. There thave been 
one or two of the latter. and they have not 
gotten into trouble. 

Obviously, paranoid patients require hos- 
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pital treatment. The case of the man who 
believed that his arrest was due to a malign 
group of individuals who wished to change 
his speedometer in order to trap him, and 
who were in league with the arresting police- 
man, is an example of a type of individuals 
wh» are dangerous on the highway. The neu- 
rotic who has compulsion mechanisms, who 
feels that he must run into people in safety 
zones, or drive at policemen, is not safe to 
be behind the wheel. Such cases are referred 
to the private psychiatrist, who, in at least 
four instances which we have followed, has 
been able to resolve the pathologic mecha- 
nisms to a sufficient extent so that the con- 
cerned persons have become good drivers 
after the conclusion of treatment. 

Organic cases, including the untreated 
paretic, of course, represent a serious prob- 
lem. There are some who are not commit- 
table, according to strict legal definitions; 
in other words, they know what they are 
doing; they know the difference between 
right and wrong, but they have judgment 
defects, mnemonic hiatuses, and other path- 
ologic processes which, from time to time, 
cause them to get into accidents. One indi- 
vidual with an organic psychosis and cere- 
bral arteriosclerosis had a complete amnesia 
for the period of an accident. Disinterested 
observers and witnesses reported that he was 
confused, could not give an account of his 
conduct, was bewildered by the whole epi- 
sode, and had no answer to make when asked 
why he got into a collision. 

Seniles are prone to forget the traffic laws 
and yet their difficulties arise less from this 
forgetfulness than the fact that they are not 
able to react quickly to an emergency, that 
they are not able to size up an emergency 
before it occurs, and they are bewildered by 
a series of episodes in rapid succession. These 
individuals must be removed from the high- 
way, and since the senile is not likely to 
be either treatable by psychiatric means or 
to be cured, permanent revocation of the li- 
cense is the only form of therapy in such 
cases. 

Treatment of attitudinal cases, of course, 
is as diversified as the multitude of types. 
There is a large group of immature traffic 
offenders who lack in poise. Injury to an- 
other person means nothing to them because 
they are unacquainted with suffering; prop- 
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erty values are not significant to them be- 
cause they have not had to buy their own 
cars or to earn the large amount of money 
which is usually necessary to purchase a de- 
cent kind of automobile. They also, because 
of their youth, have a tendency to compen- 
sate. Often some are subordinate members 
of a family with a dominant parent, others 
of a social group in high school or in the 
economic world, so that again they must 
compensate for their difficulty by showing 
their potency with a motor car. 

These individuals are treated expectantly. 
Their driving privileges are withdrawn not 
so much for discipline as to give them a 
chance to grow up. Several cases which we 
saw in the early days of the clinic have not 
been in further trouble because they were 
far less immature when seen later on. They 
were observed accidentally, because usually 
these cases are not again referred because 
they have recovered or acquired a better atti- 
tude toward traffic situations. 

A number of deep-seated mechanisms, of 
course, are present in these individuals. Father 
hatred, oedipus complexes, aggressive tenden- 
cies, based upon infantile neuroses, deep- 
seated hatreds of various sorts, all play their 
part in determining the behavior as a person 
who to the layman seems to be a normal 
individual and who certainly is not commit- 
table nor does he show any signs of psy- 
chosis, neurosis, or feeblemindedness. These 
persons are properly managed by a single or 
a few interviews with a psychiatrist. We have 
had success in cases where the patient is put 
on probation on condition that he go to the 
psychiatrist with the idea in mind that the 
latter has an insight into his mechanisms, 
understands him, and works with him, and 
therefore is in a better position than an ad- 
ministrative clinic to pass upon the question 
of whether he has recovered from the ab- 
normal ideas which we recognized in our 
initial examination. 

We find a great deal of careful analysis 
of the cases on the part of the psychiatrists 
to whom the patients were referred who have 
submitted conscientious reports. I have stud- 
ied seven cases in our records, which were 
handled in this way, and they have not re- 
peated. Naturally, a longer period of obser- 
vation is needed to find out if the psychia- 
trist’s opinion of these cases will be justified 
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over a several years’ period of time. 

About fifty per cent of the cases referred 
to the Psychopathic Clinic are those of feeble- 
mindedness. These require all sorts of treat- 
ment. High grade feebleminded and those 
with merely inferior intelligence do not nec- 
essarily have to be taken from the highway. 
If, however, their defect is accompanied by 
some physical, especially visual, disorder, a 
bad attitude, viciousness, vindictiveness, or 
neurotic mechanisms, we must of course do 
something else about them. 

The most successful type of treatment that 
we have used so far, to judge from the cor- 
rection of the largest number, is the inter- 
view. This may be carried out by a member 
of the psychologic staff or by the psychia- 
trist. 

The traffic problem is carefully presented 
to the offender and the deficiencies of his 
own attitude are pointed out. Certain special 
aspects may be emphasized, particularly in 
the psychiatric interview, but often it is only 
necessary to show that each driver must be 
careful, to show the need for careful com- 
pliance of the law and other rather super- 
ficial aspects in order to secure obedience 
on the part of the not-too-badly-adjusted 
individual. Attitudes can be corrected through 
several interviews, particularly if guilt is not 
stressed. It is for this purpose that so many 
educational campaigns are put on with a rea- 
sonable degree of success as an extra-clinical 
method of dealing with the traffic problem. 

Since all of our recommendations, except 
the actual interviews by the clinic are made 
to the judges after careful examination, the 
usual judicial forms of disposition are carried 
out. Sometimes the clinic outlines a lecture 
to be given by the judge to the offender 
similar to our interview, for in certain cases, 
particularly those having a father attach- 
ment, the authority of the judiciary brings 
home the same facts more satisfactorily. 

Other cases are put on probation. These 
are individuals who need someone to ‘ean 
upon, who, with careful guidance and the 
feeling that the eye of the community is 
upon them, will cooperate. 

Finally, some individuals are sentenced. 
The usual purpose of the conviction is to 
satisfy the community that something is done 
about a particularly vicious violator or to 
segregate the individual for a time in order 
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to remove him from his contacts or to break 
a bad habit, such as mild alcoholism. Of 
course, major alcoholism, an extremely anti- 
social attitude, an uncorrectable mental devi- 
ation, all must result in the form of treat- 
ment which is not. really treatment, but ostra- 
cism (social disapproval) of a sort, and that 
is revccation of the license. 

In conclusion I must say that the treat- 
ment of these offenders through the various 
methods which I have briefly described has 
proved effective beyond our wildest hopes. 


AuGustT 


In a survey of the first three hundred cases 
I found that during the eighteen-month 
period prior to their being referred to the 
clinic, the average was over two arrests per 
person, while in the eighteen months after 
that period the number of convictions in court 
were eleven for the whole group. There may 
be a few changes in these figures; about 
thirty-five cases had not yet completed the 
whole eighteen months when I made the 
check, but we can expect the above figure 
substantially to hold true. 


Three Years Experience With Metrazol 


Convulsive Therapy~ 
(Results and Follow-up Studies in 167 Cases) 


LEWIS BARBATO, M.D.** 
Galveston, Texas 


Dr. Barbato graduated in medicine from Baylor Uni- 
versity in 1930. He interned at the Children’s Hospital, 
Fitzsimmons General Hospital and St. Joseph’s Hospital, 


Denver, Colorado, from 1930-1931. He served as Assistant | 


Physician at the Colorado Psychiatric Hospital from 1935- 
1936 and as Resident Physician at the Galveston Staie 
Psychiatric Hospital from 1936-1938. He is now Assistant 
Superintendent of the Galveston State Psychiatric Hos- 
pital and Instructor of Psychiatry and Neurology at the 
Texas University School of Medicine. Dr. Barbato is a 
member of the American Psychiatric Association and the 
Nationa! Committee of Mental Hygiene. 


In May, 1938, I presented before the Texas 
Neurological Society a preliminary report! of 
the results obtained in the first 29 cases, all 
schizophrenic, treated by metrazol convulsive 
therapy at the Galveston State Psychopathic 
Hospital. Since that report we have had occa- 
sion to extend this type of treatment to affec- 
tive psychoses and other reaction types. In this 
present paper I am reporting the results ob- 
tained in all the cases, 167, which I treated 
with metrazol shock therapy at the Galveston 
State Psychopathic Hospital from July 15, 
1937, when the treatment was first begun, 
to June 15, 1940, together with the results of 
follow-up studies in 145 of these cases. 

At the present time metrazol is being used 
with good results in: (1) early cases of schizo- 
phrenia, particularly catatonic types; (2) 
manics; (3) depressions; (4) involutional 


*Abstract of paper presented before the Harris 
County Medical Society, Houston, Texas, Oc- 
tober 16, 1940. 

**From the Galveston State Psychopathic Hos- 
pital, Galveston, Texas. 
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melancholias; and (5) certain psychoneu- 
roses. 

Our method of treatment, contraindica- 
tions, and the types of reactions which we 
have observed have been described in a pre- 
vious paper! and need not be repeated here. 


Results and Follow-up Studies 


Our results are classified into four groups: 
(1) complete remission, which means recov- 
ery with full insight and understanding, ab- 
sence of affect or content disturbance, re- 
turned to pre-psychotic level of adjustment 
and resumption of previous employment; (2) 
social remission which means that the patient 
does not show any residual symptoms of his 
psychosis serious enough to interfere with 
his readjustment outside of the hospital, 
(with resumption of previous employment in 
most instances); and that insight, though 
present, is not complete; (3) partial remis- 
sion (improved), which means disappearance 
of the dominant clinical symptoms with cor- 
responding improvement in behavior and 
adjustment at home but on a lower level than 
previously and absence of insight; and (4) 
unimproved. Several of the cases classified 
as unimproved showed a slight improvement, 
especially in behavior and were more tract- 
able, but this improvement was considered 
inadequate to be classified as improved. 

Improvement was usually seen after the 
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first two or three seizures and many pa- 
tients recovered after a series of only 6 or 
10 convulsive shocks. In our series of 42 
affective cases who obtained a good remis- 
sion, only 6 required more than 10 seizures, 
the average required being 6.83; and in the 
23 schizophrenic patients who attained a good 
remission, only 3 required more than 10 seiz- 
ures, the average being 7.6. 

In the 167 cases treated with metrazol, 
108 were schizophrenic patients, 51 had af- 
fective psychoses (37 manic-depressives and 
14 involutional melancholias), 1 had a psy- 
chosis which was unclassified, 4 had psycho- 
neuroses, 1 was diagnosed a maladjustment 


TABLE 1 


RESULTS OBTAINED IN 167 METRAZOL 
TREATED CASES—CONDITION 
AT DISCHARGE 


No. ——RESULTS— —%— —%— 


TYPES “Cases CR SR PR U CR4SR Benefited 
Schizophrenia: 

 Catatonic 43 6 12 10 15 416 65.1. 
Hebephrenic 28-0 0 3 25 .. 10.7. 
Other Types 7 0 2 2 3 285 57.0 
Depressions 24 18 3 2 1 875 958 

Melancholias 14 4 8 0 2 85.7 85.7 

Psychoses: 1 1 
Psychoneuroses; 

Obsessive 

Compulsion 

Reactive 

Depression 
Maladiustment 1 1 
Psychosis | 


CR—Complete Remission. 
SR—Social Remission. 

PR—Partial Remission (Improved). 
U—Unimproved. 

CR+SR—Good Remissions. 


problem with extreme tension and vague 
somatic complaints, and 2 were diagnosed 
psychopaths with psychosis (See Table 1). 
The duration of illness varied from one month 
to 18 years in the schizophrenic patients and 
from 4 weeks to 5 years in the affective 
group. 

Schizophrenic Cases—Of 26 paranoid types 
of schizophrenia, only 3 or 11.5% showed a 
good remission (complete and social remis- 
sions combined) and 22 were unimproved. 

In the follow-up study, 7 of these patients 
could not be contacted. Of the 19 patients 
contacted, 7 or 36.8% (26.9% of all 26 pa- 
tients treated) showed a good remission after 
a follow-up of 2-3 years; and of the 3 cases 
previously rated as a good remission at the 
time of discharge, none relapsed, (See Table 
2). It is noteworthy that the 7 patients not 


TABLE 2 


COMPARISON OF RESULTS AT TIME OF DIS- 
CHARGE WITH RESULTS AFTER FOLLOW- 
UP IN SCHIZOPHRENIC VASES (108) 


Follow-up Relapsed 


At Discharge 


Good Remissions 


Paranoid: 3 (11.5%) 7 (358%) 0 
Catatonic: (41.6%) 25 (60.9%) 0. 
Simple: 
Other Types: 2 | 1 1 


contacted were classified as unimproved at 
the time of discharge. 

Of 43 catatonics, 18 or 41.6% attained good 
remissions and 10 others were improved, mak- 
ing a total of 28 (65.1%) benefited by the 
treatment, (See Table 1). It is in this type 
of schizophrenia that metrazol gives the best 
results, more especially in the early cases; ° 
for, of 25 cases that had a duration of less 
than 6 months, 14 or 56% attained good re- 
missions and 19 or 76% were benefited. 

In the follow-up study, 2 of these patients 
could not be contacted, one being discharged 
as a social remission and the other as un- 
improved. Of the 41 patients contacted, 15 
or 36.5% (34.8% of all 43 cases treated) 
showed a complete remission and 10 or 24.3% 
(23.2% of 43 cases) showed a social remis- 
sion, making a total of 25 or 60.9% (58.1% 
of 43 cases) who are to be classified as good 
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remissions after a follow-up of 1 to 33 months. 
(See Table 2). Of the patients discharged as 
good remissions none have relapsed thus far. 

The hebephrenic and simple types, of which 
we have treated 28 and 4 cases respectively, 
showed practically no benefits from the treat- 
ment at the time of discharge but, during a 
follow-up period of %-2% years, 3 of the 
hebephrenic and 1 of the simple types have 
attained a social remission. Four of the 
hebephrenic patients could not be contacted, 
(See Table 2). 

The cases classified as “other types” include 
a more or less heterogeneous group of cases 
classified as schizophrenia showing various 
degrees of affective coloring which could not 
be correctly placed in any of the other four 
groups. Of these cases 2 attained a good 
remission and 4 were benefited by treat- 
ment. 

In the follow-up study, 2 of these patients 
were not heard from, one being discharged 
as a social remission and the other as unim- 
proved. One each of the socially and partially 
remitted cases. relapsed. 

Of the first 29 cases previously reported,! 
2 could not be contacted, one a catatonic 
discharged as a social remission and the 
other a hebephrenic discharged as unimprov- 
ed. It is noteworthy that after a follow-up 
of 2-3 years no relapses have occurred in any 
of these patients discharged as complete or 
social remissions, and that 3 of the cases dis- 
charged as unimproved have since improved 
and are now to be classified as social re- 
missions. 

Affective Cases—Of 13 manic states, 7 
(53.8%) obtained a complete remission and 
2 (15.3%) made a social recovery, making 
a total of 9 or 69.2% who made a good re- 
mission. One of the 3 patients who did not 
improve showed a strong schizophrenic color- 
ing, and the other two gave a history of 
repeated manic and depressive attacks (alter- 
nating) of 5 years’ duration, (See Table 1). 

In the follow-up study, 1 manic patient 
discharged as a social remission could not be 
contacted. Of the 12 who were heard from, 
one, previously discharged as a complete re- 
mission relapsed soon after discharge, and 
another, previously discharged as a*social re- 
mission, attained a full recovery, making a 
total of 7 complete and 1 social remission or 
good remissions in 66.6% of the patients con- 
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tacted after a follow-up of one month to two 
years, (See Table 3). ; 

Eighteen (75%) of 24 depressed patients 
obtained a complete remission; 3 (12.5%) ob- 
tained a social remission; 2 were improved, 
and 1 unimproved; good remissions being 
obtained in 21 (87.5%) of the cases. 

In the follow-up study, 3 depressed patients 
previously discharged as complete remissions 
and 1 as unimproved could not be contacted. 
Of the 20 patients contacted, one previously 
classified as a complete remission relapsed, 
16 are to be rated as complete remissions, 
and 2 as social remissions or a total of 18 
or 90% (75% of all 24 patients treated) as 
good remissions after a follow-up of one 
month to two years, (See Table 3). 


TABLE 3 


COMPARISON OF RESULTS AT TIME OF DIS- 
CHARGE WITH RESULTS AFTER FOLLOW- 
UP IN AFFECTIVE PSYCHOSES (51) 


Good Remissions At Discharge Follow-up Relapsed 
Manics: __ 9 (69.2%) 8 (666%) 1 
Depressions: 21 (875%) 18 (90 %) 1 
Involutional 


Melancholia: 12 (85.7%) 10 (83.3%) 1 


Other Reaction Types—We have treated one 
hysteria and one obsessive compulsive state 
with metrazol, and they made a full recovery 
which has lasted 29 and 23 months respec- 
tively. 

Of 2 reactive depressions, one made a full 
recovery and one obtained a social remission. 
Both of these are now to be classified as 
complete remissions after 8 and 3 months re- 
spectively. 

One case of maladjustment improved and 
was considered a social remission at time of 
discharge, and now after 23 months is con- 
tinuing to make a satisfactorily good social 
adjustment. 

No particular benefit was obtained in treat- 
ing two psychopaths who had psychoses. 


Comment 


Of all the patients (167) treated with 
metrazol therapy, 70 or 41.9% obtained a 
good remission and 90 or 53.8% were bene- 
fited by it. 

Excluding one patient who died (due to 
insulin administered in a State hospital else- 
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where) since discharge and those cases for 
which no follow-up data are available, 74 
or 51% of the remaining 145 patients have 
shown a good remission for a period ranging 
from one month to 3 years. As a matter of 
fact, in the group classified as good remis- 
sions at discharge, only 1 of the schizophrenic 
group (23 cases) and 3 of the affective group 
(42 cases) have relapsed during a period of 
follow-up which ranges from 1 months to 3 
years. Further, while 21 patients have not 
been contacted for follow-up study, 13 of 
these have been patients who were discharg- 
ed as unimproved, leaving only 8 or 4.7% of 
the 167 patients whose subsequent course as 
to relapse could not be evaluated. 

The best results were obtained in the af- 
fective psychoses particularly in the depressed 
cases. As a matter of fact, convulsive therapy 
is the only treatment in our experience which 
has benefited patients with involutional mel- 
ancholia. We have treated them with insulin 
therapy, sleep treatment repeatedly”, and we 
have given them large doses of estrogenic 
hormone including theelin and progynon, 
even to the point of physiological response 
as shown in biopsy of vaginal epithelium, but 
all without any benefit. 

The rate of recovery in the affective cases 
does not seem to depend so much upon the 
duration of the illness as it does in the schizo- 
phrenic patients. We believe that schizo- 
phrenia is an emergency condition which 
should be diagnosed early and treatment 
started immediately whether treatment be 
metrazol and insulin separately or in com- 
bination or some other type of special treat- 
ment, for everyone is agreed that the best 
results are obtained in patients with illnesses 
3; tess than six months’ duration. 

Many of the affective cases who were re- 
corded as social remissions at discharge had 
to be discharged* before there was complete 
disappearance of such findings as residual 
anxiety or some emotional instability and, 
therefore, had to be evaluated as social re- 
missions at the time of discharge. 

We believe that the good results and the 
small number of relapses that we have had 
are due to the intensive psychotherapy, occu- 
pational and recreational therapy which each 


* Average period of hospitalization allowed each 
patient at the Galveston State Psychopathic 
Hospital is 90 days. 
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patient received in addition to the metrazol 
therapy, for it is our opinion that while shock 
therapy brings about such excellent results, 
it does not replace psychotherapy. 


Complications 


Compression fractures of the vertebral 
bodies have constituted the most serious com- 
plications. Although Stalker?’ was the first to 
report compression fracture as the result of 
convulsive therapy (triazol), Polatin et al‘ 
were the first to make a careful routine 
search for this complication and to call at- 
tention to their seriousness and frequency. 
They reported an incidence of 22 (43%) verte- 
bral fractures in 51 routinely x-rayed, metra- 
zol treated cases. Since the appearance of 
this article in April, 1939, we have routinely 
x-rayed all patients receiving metrazol after 
discontinuation of the treatment, whether 
metrazol was given alone or in combination 
with insulin therapy. All of these x-rays were 
read by the Roentgenology Department of 
the University of Texas Medical School. Un- 
fortunately routine x-rays were not made 
before treatment. In the 101 cases so studied, 
which comprise a series of 838 treatments 
(seizures), compression fractures occurred in 
7 patients (6.93%), (See Table 4), four (18%) 


TABLE 4 
COMPRESSION VERTEBRAL FRACTURES 


No. Induced 
Convulsions 


Dorsal Verte- 
bra Involved 


Complaint of 
Backache 


1. M.— age 36 2 7 yes 
2. S.—age 49 1 yes 
3. P.—age 27 7 yes 
4. R.— age 57. 7 
7. B.—age 63... _.yes 


of whom were over 45 years of age. In two 
cases fracture was discovered after the first 
seizure and in one case after the second 
seizure. All fractures were limited to the: mid- 
dorsal vertebrae (5-8) and were very mild 
except in one case (No. 6), a muscular, ath- 
letic male, who sustained a marked compres- 
sion fracture of the 5th and 6th dorsal verte- 
brae but without symptoms or deformity. In 
none of these cases have any known perma- 
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nent disabilities resulted thus far. Fractures 
have not been severe enough to require ortho- 
pedic care, patients being allowed to be up 
and about. 

It has also been our experience that the 
degree of injury bore no relationship to the 
intensity of the subjective complaint of back- 
ache. In fact, 2 of our 7 patients with frac- 
tures had no symptoms referable to the spine, 
fractures being picked up only on routine 
studies. On the other hand, several of the 94 
patients without demonstrable fractures com- 
plained of backache or muscular soreness be- 
tween the scapulse or in the lumbar region. 

In addition to the 7 vertebral fractures I 
have had one pelvic fracture. This occurred 
in a 45 year old white female who had been 
ill for a number of years and was in a very 
poor state of nutrition. After two months of 
intensive dietary treatment it was decided to 
start metrazol therapy. During the first (and 
only) convulsion the pelvic bones were heard 
to “pop” and crackle as though made of paper 
mache. X-ray made immediately thereafter 
revealed fractures through both inferior pubic 
rami and the right acetabulum with the head 
of the right femur practically driven through 
it. After 4 months in a body cast the patient 
made an uneventful recovery, returning home 
markedly improved of the psychosis and 
showing only a slight limp (shortening) for 
her experience. 

Exclusive of the vertebral fractures, this 
pelvic fracture is the only fracture of any 
kind encountered in giving 2381* injections, 
which resulted in 1909 seizures (80.1%) to 237* 
patients. 

Other complications we have encountered 
include subcoracoid dislocation of the hu- 
merus in one patient which was easily re- 
duced without disahility, laryngeal spasm 
with bloody expectoration persisting for 12 
hours following a seizure which we have re- 
ported elsewhere’, prolonged apnea in one case 
requiring artificial respiration with unevent- 
ful recovery, memory and retention defects 
which usually cleared up in 2-6 weeks, and 
protracted tonic reaction with excitement, 
apparently due to hyperventilation, on two 
different occasions in one patient about five 


* Comprises all injections given and all patients 
to whom the writer gave metrazol, including 
treatments given as a part of and in combi- 
nation with insulin therapy which are not in- 
cluded in this paper. 
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minutes following an unsuccessful injection. 
In between these two treatments the patients 
had on another day a successful, uneventful 
seizure. Each of these tonic-excitement re- 
actions were terminated uneventfully with 
sodium amytal intravenously. In this con- 
nection, I would like to mention that we 
have found sodium amytal by mouth or intra- 
venously very effective in controlling excite- 
ment or nausea and general distress when- 
ever these symptoms developed following a 
seizure. 

We have had no deaths in our series. Pessin 
and Reese® record a fatality in a 24 year old 
farmer occurring after the first injection 
which at autopsy revealed acute cardiac di- 
lation, edema of the brain with herniation of 
the cerebellar tonsils and the medulla into 
the foremen magnum. They believed that a 
lumbar puncture performed 48 hours before 
the injection may have contributed to the 
death and they suggested that a longer pe- 
riod between puncture and any administra- 
tion of metrazol be allowed. In this connection 
I would like to report that in a patient on 
whom we made certain studies in which 
spinal punctures were performed immediately 
before treatment with removal of 25 cc. of 
fluid and the procedure repeated 1 hour after 
the seizure no untoward reaction was no- 
ticed. 


Conclusions 


1) Metrazol convulsive therapy is a rela- 
tively safe and valuable treatment in psy- 
chiatric patients especially in the affective 
psychosis and more particularly in cases of 
depressions and involutional melancholia. 
The good results justify most of the risks 
entailed in treating this age group. 

2) The good results obtained with metrazol 
in schizophrenic patients, while higher than 
the generally accepted figures in non-phar- 
mocologically treated cases, are not as good 
as those obtained in affective cases. Except 
possibly for catatonics of less than 6 months 
duration, insulin or insulin and metrazol com- 
bined appears to be the treatment of choice 
in schizophrenics. 

3) While duration of the psychosis influ- 
ences markedly the results that can be ex- 
pected in schizophrenics, it does not appear 
to be an important factor in affective reac- 

(Continued to page 256) 
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tions. 

4) Most cases, if they eventually are bene- 
fited by the treatment, will show some degree 
of satisfactory improvement by the time of 
their 10th treatment, and if no response has 
occurred in that period of time, there is very 
little likelihood that any will occur. 

5) With careful selection of cases and 
proper management of the patient during 
treatment the complications are minimal and 
not serious. 

6) Vertebral fractures do not necessarily 
occur as frequently as is reported in the liter- 
ature even when specially developed proce- 
dures are not used. They are not predictable 
and may never be discovered unless routine 
x-ray studies are made since they do not al- 
ways produce symptoms. 
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7) Psychotherapy is still an essential part 
of the treatment in each case. 
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SANITARIA DIRECTORY 


The sanitaria listed in this section are among the finest private sanitaria in the United States. 


They are prepared to offer private, individual, specialized care to your patients. 


BEVERLY HILLS SANITARIUM RING SANATORIUM AND HOSPITAL, Inc. 
Dallas, Texas Arlington, Massachusetts 


CHESTNUT LODGE SANITARIUM ROGERS MEMORIAL SANATORIUM 


Rockville, Maryland Oconomowoc, Wisconsin 
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Compton, California Radford, Virginia 
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Dubuque, lowa 
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Covington, Louisiana 
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Boston, Massachusetts 
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Louisville, Kentucky 
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Worthington, Ohio 
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Richmond, Virginia 


HIGHLAND HOSPITAL, INC. 
Asheville, North Carolina 
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Belmont, California 


KENILWORTH SANITARIUM 
Kenilworth, Illinois 


LIVERMORE SANITARIUM WINDSOR HOSPITAL 
Livermore, California Chagrin Falls, Ohio 


PASADENA SANITARIUM WADSWORTH SANITARIUM 
South Pasadena, California South Norwalk, Connecticut 
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Today It Is Treatment 


Since the introduction of modern treatments for mental illnesses, sanitaria 
no longer properly belong in the class of custodial institutions. They should 
be, instead, centers of active medical treatment. 


In keeping abreast with the progress in the psychiatric field, the KENIL- 
WORTH SANITARIUM has been among the first to adopt each of the modern: 
methcds of treatment for all types of nervous and mental illnesses. 


So that today, the attending physician is offered here, facilities for use of 
the various modern treatments, accepted to date, with the full assurance of 
cooperation from an adequately experienced personnel. 


ADDRESS OR PHONE, DIRECTOR, 


Kenilworth Sanitarium 


KENILWORTH, ILLINOIS 
Telephone Wilmette 351 and 1662 


MEDICAL STAFF 


RESIDENT STAFF CONSULTANT STAFF 


EDWARD J. KELLEHER, M.D. , THOMAS L. FENTRESS, M.D. 
Director HARRY R. HOFFMAN, M.D. 
RICHARD D. HUFF, MD. SAMUEL H. KRAINES, M.D. 
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